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media 
for wider-range bacteriologic diagnosis 


TRYPTICASE Soy Broth 
with added CO, 
Brain Heart Infusion 
& with PaB and added 60, 


Ps 3 Thioglycollate Medium, 
4 B M 


VACUTAINER CULTURE BOTTLE 


* UNCONTAMINATED SPECIMENS — blood taken from patient’s vein to culture bottle via a 
closed, sterile system. Unit is compact enough for bedside collections, is available with 
mailing box for shipment to outside laboratories» WIDEST RANGE OF GROWTH —specimens 
can be taken aerobically or anaerobically. Media are carefully selected for their ability 
to grow the various strains within genera » SIMPLIFIED TECHNIQUE — one VACUTAINER 
Culture Bottle, or as many as desired, inoculated with a single B-D Sterile Blood-Taking 
Unit. 

Free reference chart available for definitive bacterial identification. Write for Chart N-33C. 
B-O, TRYPTICASE and VACUTAINER are trademarks. 


BECTON, DICKINSON AND COMPANY - RUTHERFORD, NEW JERSEY 
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The Manpower Crisis in Mental Health 
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Articles, continued 


Epidem‘ologic Aspects of Poisoning Accidents 
Howard M. Cann, M.D.; Albert P. Iskrant, M.A.: and Dorothy S. Neyman 


The Epidemiology of Accidental Poisoning in an Urban Population: II. 


Prevalence and Distribution of Poisoning . . . . . . 
P. F. Wehrle, M.D.; P. A. Day, M.D.: J. P. Whalen, M.D.; J. W. Fitzgerald, 
M.D.: and Virginia Goddard Harris, M.D. 


The Significance of Current Trends in School and College Health Programs 
Mary K. Beyrer, Ph.D. 
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Region, Metropolis and Form of Government: A Problem for Health 
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Book Reviews 
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Raymond S. Patterson, Ph.D. 
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The American Journal of Public Health and the Nation’s Health is published by the American 
Public Health Association, Inc., at 883 Broadway, Albany 1, N. Y. Executive office 1790 Broad- 
way, New York 19, N. Y. Subscription price $12.00 per year for United States, elsewhere $13.00 
to cover postage and handling. Single copies $1.25 postpaid. Entered as second-class matter 
at the Post Office at Albany, N. Y., September 17, 1932, under the Act of March 3, 1879. Pub- 
lished monthly. Copyright 1960, by the American Public Health Association, Inc. The American 
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In 8 out of 

0 patients 
complete 
control 
of grand mal 
Seizures 
with 


~ wide margin of safety 


Results in 262 epileptic patients when ‘““Mysoline” was used alone. 


RESULTS 


Type of 
Seizure 


Number of 
Patients 


Completely 
Controlled 


50-90% 
improved 


<50% 


OF 20 Grand Mal 


214 
29 


172 (80%) 
19 (65%) 


15 (7%) 


27 (13%) 
10 (35%) 


CLINICAL Psychomotor 
STUDIES Focal Jacksonian 19 19 (100%) 


Results in 835 epileptic patients who had failed to respond successfully 
to other anticonvulsants. ‘““Mysoline” was added to current medication 
which, in some cases, was eventually replaced by ‘““Mysoline” alone. 


Type of Completely 50-90% <50% 

Seizure Controlled Improved 
Grand Ma! 175 (28.5%) | 253 (41.2%) 
Psychomotor 130 10 (7.7%) | 65 (50%) 55 (42.3%) 
Focal Jacksonian) 92 14 (15.2%) | 36 (39.1%) | 42 (45.7%) 


The dramatic results obtained with “Mysoline” advocate its use as first 
choice of effective cnd safe therapy in the control of grand mal and 
psychomotor attacks. Literature and bibliography on request. 


Number of 
Patients 


613 


185 (30.3%) 


SPECIAL POTENCY NOW AVAILABLE 
New 50 mg. small-dose tablet offers practical approach to 
dosage adjustment for initiation/combination/and “‘trans- 
fer’’ therapy in selected cases. Available on prescription. 


Supplied: 0.25 Gm. (250 mg.) scored tablets, bottles of 100 and 
1,000. Also 50 mg. scored tablets to facilitate dosage adjustment, 
bottles of 100 and 500. 


AYERST LABORATORIES 


“Mysoline” is available in the United States by arrangement with | 


© New York 16, N.Y. © 
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Montreal, Canada 
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Directory of 
Health Service 


BLACK & VEATCH 

Consulting Engineers 
Water — Sewage — Electricity — Gas — Industry 
Reports, Designs, Supervision of Construction, 


Investigations, Valuation and Rates. 


1500 Meadow Lake Parkway, Kansas City 14, Mo. 


TP! 
(Treponema Pallidum Immobilization Test) 


Information on fees, and on collection and sub- 
mission of specimens furnished upon request 


THE DICKMAN LABORATORIES 
ALBERT DICKMAN, Ph.D. 


128 S. Seventeenth Street, P.O. Box 209! 
Philadelphia 3, Pa. 


ROY B. EVERSON 


Water Treatment Service since 1900 for Swimming 
Pool Circulating Systems. Purification Systems 
as applied to Sewage Treatment and Water 
Works. A New System for Automatic Control. 


215 W. HURON ST. CHICAGO 10, ILL. 


EMERSON VENABLE, P. E. 
Chemist and Chemical Engineer 
Atmospheric Pollution. 
Industrial Hygiene Chemical Warfare 


6IIl Fifth Ave., Pittsburgh 32, Pa. 


PROFESSIONAL EXAMINATION SERVICE 


A Personne! Administration Service in the 
Field of Public Health 


Available to State and Local Health Departments 


and 
Merit Systems 
Examinations Field Consultation 


American Public Health Association, Inc. 
1790 Broadway, New York 19, N. Y. 
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. 
IM VITRO SENSITIVITY OF COAGULASE-POSITIVE STAPHYLOCOCCI TO CHLOROMYCETIN FROM 1955 TO 1959° 
1955 96% 


1959 95° 
These sensitivity tests were done by the disc method on 310 strains of coagulase-positive staphylococci. Strains were isolated from 
patients seen in the emergency room. It should be noted that among inpatients, resistant strains were considerably more prevalent. 


Adapted from Bauer, A. W.; Perry, D. M., & Kirby, W. M. M.: J.A.M.A. 173:475, 1960. 10360 
CHLOROMYCETIN (chloramphenicol, Parke-Davis) is available in various forms, including Kapseals® of 
250 mg., in bottles of 16 and 100. 

CHLOROMYCETIN is a potent therapeutic agent and, because certain blood dyscrasias have been associated 
with its administration, it should not be used indiscriminately or for minor 
PARKE-DAVIS infections. Furthermore, as with certain other drugs, adequate blood studies 
DAVIS & a? wicwican ShOUld be made when the patient requires prolonged or intermittent therapy. 
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SIMPLIFIES TUBERCULIN TESTING 
STERNEEDLE’* GUN 


The Automatic TB Case-Finding Device 

for the Heaf TUBERCULIN TEST 

The STERNEEDLE gun is an improved multiple puncture 
apparatus for rapid intradermal tuberculin testing. Based on 
the Heaf principle of multiple puncture, six needles 
contained within the STERNEEDLE cartridge mechanically 
and painlessly penetrate the skin through a previously 
applied film of concentrated PPD. Needle puncture and 
withdrawal is automatic. 


ADVANTAGES... 
® Four (4) times faster than Mantoux. 
® Faster and more reliable than Patch test. 
® Performs up to 400 tests per hour. 
® Detects reactors to 5 TU Mantoux and some 100 TU reactors. 
® No dressing required. 


® Accurate interpretation, without measurement. 
Averages 250 readings per hour. 


® Each test is uniform—puncture of 1 mm. depth 
and needle withdrawal is automatic. 


® No special skill required. 

® Painless. Ideal for testing children. 

® Eliminates hazardous and uncertain flame sterilization. 

® Disposable needle cartridges ELIMINATE CROSS-INFECTION. 
® Low cost STERNEEDLE cartridges may be resterilized. 


Procedure for STERNEEDLE TUBERCULIN TEST: Write for literature. Personal demonstration may be arranged. 


Top, left...Slip needle cartridge on gun with ack! Po 
plastic applicator. Remove applicator. 


Top, right...Place a drop of tuberculin PPD on 


cleansed forearm. 
Bottom, left...Piace gun on drop of tuberculin THE CORP. 
PPD. Pressure and release of handle automati- 


cally triggers and retracts the needles. 266 South Dean Street, Englewood, New Jersey 


Bottom, right: Disposable needle cartridges and 
applicators may be washed and sterilized for Canada: Winley-Morris Co., 4700 Prince of Wales, Montreal 


reuse, if desired. *Trademark. Pat. Pend. 


| 
ay 
an 
4 
VS 
| 
Ba 
{_F v2, 
AY SA ; 
2 
# 
‘ 


Have you considered all the implications 
of Orinase’ in public health? Here, for 
instance, is what Orinase means to... 


The Health 


Educator 


The development of oral 
management of diabetes 
represents a break- 
through not only for 
patient and physician 
but also for metabolic 
research. This exciting 
story makes a natural 
peg for your efforts to 
gain community accept- 
ance for the diabetic, and 
to win support for case- 
finding projects. 


The Epidemiologist 
The Orinase Epoch has 
given a twofold push to 
diabetic case-finding: It 
has aroused new interest 
in diabetes, and, because 
it has reduced the neces- 
sity for injections, more 
and more diabetics are 
presenting themselves for 
medical care. This shift 
in attitude can help you in 
uncovering more of the un- 
known diabetics in your 
community. 


REO. U. 8. PAT. OFF.—TOLBUTAMIDE, UPJOHN 


DECEMBER, 1960 


The Industrial Physician 


According to the Committee on Em- 
ployment of the American Diabetes 
Association (Indust. Med. 27:527 
[Oct.] 1958),no special difficulty is 
presented in the employment of 
“many selected diabetics who are 
controlled with the aid of tolbutamide 
(Orinase) and diet. . . . Experience 
indicates that symptomatic hypogly- 
cemia is not a factor in diabetics con- 
trolled with the aid of tolbutamide 
only.” Do your employment stand- 
ards conform to these new concepts? 


The Public Health Nurse 


Nursing time now spent administering 
insulin to diabetics who cannot inject 
themselves can be saved if the patient is 
Orinase-responsive. And of course the 
patient gains new freedom and self- 
sufficiency. 


The Mealth 
Officer 


Each such transfer also saves 
public health dollars. One large 
city saves some $2.50 a day for 
each welfare patient switched 
to Orinase from insulin injec- 
tions administered by a public 
health nurse. Why not make 
sure that your health depart- 
ment doesn’t overlook any of 
the public health implications 
of Orinase? 


a 
all 
| | 
| 
| h 
Upjohn | 
Kalamazoo, Michigan 


New Laboratory Safeguards Eliminate 
Danger from Infectious Aerosols 


Today, all hospitals and public health lab- 
oratories use modern safety measures to 
protect personnel from the dangers inherent in 
the infectious materials with which they work. 

Despite these safeguards, recent surveys 
indicate an all too frequently overlooked 
danger area. Studies show that airborne 
aerosols, resulting from the centrifuging of 
TB sputum and other infectious materials in 
unguarded tubes and bottles, are the cause 
of much of the personnel infection which has 
been detected. 

MAXIMUM SAFETY MEASURES NEEDED 

If laboratory work is to be made completely 
safe for scientist and technician, this ‘aerosol 
effect’’ must be eliminated. Procedures which 
utilize maximum safeguards will insure pro- 
tection of personnel. 


250 mi for horizontal head 250 mi for angle head 


BIOLOGICAL WARFARE BY-PRODUCT 

The U. S. Army Biological Warfare Lab., 
Fort Dietrick, Maryland, found that infec- 
tious aerosols had become a serious problem 
in their germ warfare research. The Army 
turned the problem over to International 
Equipment Co. of Boston, Massachusetts, 
long known for their policy of employing 
maximum safety measures in all their equip- 
ment. After considerable research, Inter- 
national developed sealed accessories for 250 
ml cups and bottles. This proved to be the 
answer to the infectious aerosol problem. 
These proven accessories are now commer- 
cially available, and offer complete protection 
against the spread of even the most deadly 
airborne aerosols in the event of tube breakage 
during centrifuging. 


50 mi sealed shield Trunnion for 50 mi sealed shield 


NEW 50 ML SEALED SHIELD AVAILABLE 

Recently, International, leader in the field 
of centrifugation for almost 60 years, has 
expanded its line of Sealed Accessories by 
adding a new sealed shield for 50 ml tubes as 
a supplement to the original 250 ml size. 
This extends the protection of Sealed Acces- 
sories to virtually all International Centri- 
fuges now in use in hospitals and public 
laboratories. 

The new 50 ml Sealed Shield now affords 
complete protection from aerosols, to labo- 
ratories having International Centrifuges 
capable of swinging its 350 Trunnion Ring. 
These include: Clinical, CM, SB, U, UV, 
Size 2, EXD and PR-2 Models. The new 
International CS Model recently introduced 
also accommodates both the 50 ml and 250 
ml Sealed Shields. 


LOW COST PROTECTION 

The 100‘, leakproof 50 ml accessory, com- 
plete with gasketed transparent plastic 
screw-on dome and rubber cushion costs only 
$4.95, yet provides hitherto-unknown per- 
sonnel protection. The 350 Trunnion which 
swings it costs only $2.10. 

The plastic screw-on dome is completely 
transparent. Any tube breakage which might 
occur during centrifuging can be easily de- 
tected and proper decontamination steps 
taken. 

Complete information on the new Sealed 
Accessories is available from any International 
dealer or by writing the manufacturer direct. 


INTERNATIONAL (IEC) EQUIPMENT CO. 


BUILDING NO. 58 
1284 SOLDIERS FIELD ROAD, BOSTON 35, MASS. 
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“child or adult is given one dose 


IN PINWORM INFECTIONS... 


le 


Note: Parents and patients 
“should be told that rovan 


body weight. For convenience, 

‘pounds (10 Kg.) of body weight 
be used. (See literature for 


For the maintenance of health and well-being the recom- 
mended daily dietary allowances for “Women, 65 years,” 
is lower in calories, yet is the same in essential nutrients 
as for younger age groups. A moderate reduction in 
dietary fat reduces the total calories. For those advising 
women in this age group about their diet, a basic cereal 
and milk breakfast as shown in the chart below merits 
consideration. Its fat content of 10.9 gm. provides 20 


and Milk Moderate Low-Fat Breakfast 


for woman 
65 years 


Recommended Daily Dietary Allowances* and the Nutritional Contribution of a Basic Cereal 


Menu: Orange Juice—4 oz.; 


Fewer calories 


Same nutrients 


per cent of the total calories. Thus it is a moderate low-fat 
breakfast. As shown in the chart below, it provides for 
“Women, 65 years,”’ and for younger age groups about 
one-fourth of the recommended daily dietary allowances 
of protein, important B vitamins, and essential minerals. 
The lowa Breakfast Studies demonstrated that a well- 
balanced, moderate low-fat basic cereal and milk break- 
fast was nutritionally efficient for the young and old alike. 


Cereal, dry weight—] oz.; 

Whole Milk—4 oz.; Sugar—I1 teaspoon; 
Toast (white, enriched)—2 slices; 
Butter—5 gm. (about 1 teaspoon); 
Nonfat Milk—8 oz. 


Vitamin Niacin 


Nutrients Calories Protein Calcium lron A Thiamine Riboflavin equiv. Acid 
Totals supplied by 

Basic Breakfast 503 20.9 gm. 0.532 gm. 27mg. S8B1.U. 0.46mg. 080mg. 7.36 mg. 65.5 mg. 
Recommended Dietary 

Allowances— Women, 65 

Yeors (58 kg.—128 Ib.) 1800 58 gm. 0.8 gm. 12mg. SOOOLU. 1.0 mg. 1.5 mg. 17 mg. 70 mg. 
Percentage Contributed 

by Basic Breakfast 27.9% 36.0% 66.5% 22.5% 11.8% 46.0% 53.3% 43.3% 93.6% 


Cereal Institute, Inc.: Breakfast Source Book. 
Chicago: Cereal Institute, Inc., 1959 

Food & Nutrition Bd.: Recommended Dietary Allowances, Revised 1938. 
Natl. Acad. Sci.—Natl. Research Council Publication $89, 1958. 

Wart, B. K.. and Merrill, A. L.: Composition of Foods—Raw, 
Processed, Prepared. U.S.D.A. Agriculture Handbook No. 8, 1950. 


A research and educational endeavor devoted to the betterment of national nutrition 


©The allowance levels are intended to cover individual variations 
normal persons as they live in the United States under 
tresses. Calorie allowances apply to 
d in moderate physical activity. For 
r others in sedentary occupations they are excessive. 
Adiustments must be made for variations in body size, age, 
physical activity, and environmental temperature, 


CEREAL INSTITUTE, INC. 
135 South La Salle Street, Chicago 3 
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ANOTHER EXAMPLE OF THE 
EXPANDING KIMBLE LINE... 


KIMAX FLASKS 


d 


Here are the advantages: 


DURABILITY —hneavy uniform walls; heavy beaded 
finish; superior chemical and thermai-shock 


resistance. 
COMPLETENESS — wide range of shapes; capaci- 
26285 ties from 100 to 12.000 mi 


INTERCHANGEABILITY— through standard taper Kimble Glass Company 

joints; ball and socket joints; short ring necks Toledo, Ohio, Box AH-!2 
which take standard stopper sizes. Piease send me my FREE cae 
INTERWORKABILITY—Attention Giassblowers . Supplement 

flasks can be sealed to your present hard glass 
terns coefficient of expansion is the same. 
ECONOMY — assortable with other Kimble items | 
for maximum discounts offered by your labora Company 
tory supply dealer. 


Address 
26325 Comprenensive Kimble catalog supplement SP-64 fea 
26335 tures new flasks and other items, supersedes price list City 


ond SP-43. 


KIMBLE LABORATORY GLASSWARE Owens-ILuInNoI1s 


AN 1) PRODUCT GENERAL OFFICES + TOLEDO 1, OHIO 


DECEMBER, 1960 
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A simple test that dramatically demonstrates the superiority of Vim sterile disposable needle pack- 
aging is illustrated above. Simply immerse the Vim pack, and any others you may wish to test, in 
water. Unlike paper-back or spot-sealed cap-type packs, the hermetically sealed VIM all-plastic unit 
cannot soak up or "‘breathe-in’’ contaminants... assures sterility under all handling conditions. 


Compare the sharp new point. Developed through exhaustive penetration and strength tests, the 
new VIM shorter top-side beveling (shown below) achieves optimum sharpness and strength, mini- 
mizing patient discomfort. Broad side-pointing on Type ''A’’ and lancet type "’B”’ cuts into lumen... 
weakens points...may cut tissue plug. Frail lancet type, in particular, may ‘‘fish-hook” in routine vial- 
stopper insertion or on tissue entry. 


VIM Sterile Dis- 
posable Needies 
—meet rigid new 
Government spe- 
cifications for use 
in Veterans Admi- 


nistration and U.S. 
Sates Office: Oanbdury, Connecticut 


Armed Forces 
PROOUCE®S OF O4VIS GECK SUTURES 
Hospitals. VIM HYPODERMIC SYRINGES NEEQLES 
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Poliomyelitis -Diphtheria-Pertussis-Tetanus 


PEDI-ANTICS 


Our 
WONDER 
TETRAVAX.. THEYRE Il WONDERFUL, -iT 
ISN'T TURNS 
IT? COWARDS 
INTO 
HEROES. 


JIPHTHERIA A) 


Dose: 1 ce. 

Supplied: 9 cc. vials in clear plastic cartons. Pack- 
age circular and material in vial can be examined 
without damaging carton. Expiration date is 
on vial for checking even if carton is discarded. 


For additional information, write Professional Services, Merck Sharp & Dohme, West Point, Pa. 


TETRAVAK (5 & TRADEMARK OF MERCK & CO., INC, 


&p MERCK SHARP & DOHME, pivision or MERCK & CO., INc., PHILADELPHIA 1, PA. 
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GOING? 
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ANI roOxoip WITH PERTIL S AND POLIOMYELITI VACCINES 
4 now you can immunize against more diseases... with fewer injections 
| 
j 
' 


lost experiments 
with 


MICROSCOPIC 
SLIDE LABELING 


Eliminate guesswork . . . greasemark mistakes. Get positive identification. 
Simply pull tab and a fresh, clean label '‘pops"’ out. Fast, self-sticking labels 
dispensed one at a time. Available in standard or ‘'tissue-high" thickness. 
They accept pen, pencil, ball point pen or typewriter marking. 1000 labels 


per carton. 
Dept. HMR 


Write for detailed information and the 
name of your nearest TIME distributor. 


LABELS PROFESSIONAL TAPE CO., INC. 
355 Burlington Ave. Riverside, III. 
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LEHN& FINK erovucrts corPorRATION 


4934 Lewis Avenue, Toledo 12, Ohio, GReenwood 5S-0671 


Professional Division 


SPECIAL MESSAGE TO PUBLIC HEALTH PEOPLE 


CONCERNED WITH CONTROL OF STAPH INFECTIONS 


As your daily activities in fighting the spread of staphylococcal 
infection no doubt reveal, the same antibiotic-resistant phage 
types found in the hospital are now well established in the 
community. During recent years, close attention by hospitals to 
curtailing transmission of staph, both within the hospital and 
into the community at large through discharged patients, visitors, 
or hospital personnel, has revealed how vicious the cycle of 
infection has become. 


A good example is the three-year study from the 900-bed Temple 
University Medical Center, reported by Dr. H. Taylor Caswell and 
his co-workers in Surgery, Gynecology & Obstetrics, May, 1960, 
They report that, with stricter aseptic control and patient 
management, the infection rate in 10,000 clean surgical wounds 
per year decreased approximately 60% to .55%, with 53% due to 
80/81. However, there was an appreciable increase in hospital 
related medical infections with phage type 80/81 identified in 71% 
of the cascs. During this same period, the number of heavily 
contaminated patients admitted for treatment of staphylococcal 
disease doubled, constantly re-infecting the hospital with staph 
strains which may have originated there. 


In New York State where reporting of staph infections is now state 
law, dangers from staph in the home were discussed by a panel and 
reported on by Dr. Andrew C. Fleck in the March 15, 1960, issue 

of the New York State Medical Journal. Death of a mother from 
staphylococcal pneumonia followed exposure through her child, first 
hospitalized for chronic cystic fibrosis. In another family, ten 
out of eleven members, and their public health nurse, were 
afflicted with chronic furunculosis. 


Every age is susceptible to staph infection - from the newborn and 
infants to elderly individuals with debilitating disease. Since 
transmission can be by contact with patient or carrier, with 
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articles contaminated by infected persons, by droplet spread, or 
by contaminated dust redispersed in the air - scrupulous aseptic 
technics in handling the patient and thorough environmental 

disinfection are essential whether in the hospital or the home. 


When your recommendations to hospitals for staph control include 
meticulous housekeeping and thorough environmental disinfection, 
have you considered the specific practical advantages of Lehn & 
Fink phenolic disinfectants? Bacteriologic data and clinical 
evidence of the effectiveness of Amphyl®, O-syl®, Lysol® 
disinfectants, and Tergisyl® detergent-disinfectant are available 
on request. In addition to being staphylocidal, all are broadly 
microbicidal including tuberculocidal, pseudomonacidal, and 
fungicidal, They are easy to use for regularly scheduled 
disinfection procedures wherever communication of staph is a 
problem. 


Please write for literature on all products. Samples, too, if 
you wish, If you would like copies of instructions for teaching 
purposes, we will be glad to send these in quantity. May we hear 


from you? 
Charles Manz 
Professional Division 
CFM: tb 


P.S. particularly for Public Health Nurses, 
Have you heard about our new spray-on disinfectant and 
air deodorant? It's based on Amphyl hospital disinfectant 
and is called Amphy1® Spray. As a disinfectant -- 
it's quick and convenient to control fomites,. 
As an air deodorant -- it's planned especially 
for cancer dressing rooms and similar malodorous 
areas, We'll be glad to send literature. 


LEHN & FINK PRODUCTS CORPORATION, 4934 Lewis Ave., Toledo 12, Ohio 
© L&EF 1960 
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PYREX 


Laboratory Glassware 


LG-2 HERE! 


Behind the cover of this catalog lies the col- CORNING MEANS RESEARCH IN GLASS 
lection of the world’s widest, deepest, and CORNING GLASS WORKS 
longest line of borosilicate glassware, all 8012 Crystal Street, Corning, N. Y. 
marked with the Pyrex® brand mark .. . Please rush LG-2 to: 

along with a complete listing of Vycor® and 
CorRNING® brand wares. Current prices. 
Many, many new items. Belongs in every lab. 


Nome... 


Title 


Address 
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Can you remember when “fat” — 
4 =| Fe a RA A L & mark of blue ribbon hogs, steers and lambs? 


Today, after vears of breeding and feeding 
techniques, through the teamwork of farmers, 


. “fe agricultural scientists and meat processors, 
A Scientific firm meat-type animals have been developed. 
Meat type animals, more lean meat and less 
Development fat, comply with medical diet requirements. 
Roasts, chops and steaks, offered at meat 
counters are leaner, closer trimmed, from meat 


type animals, bred and fed for a higher 
quality protein ratio. 


MEAT TYPE FAT TYPE 


A Great Advance in Animal Agriculture! 


The nutritional statements made in this advertisement have been 
reviewed by the Council on Foods and Nutrition of the American 
Medical Association and found consistent with current authoritative 
medical opinion. 


AMERICAN 


MAIN OFFICE, CHICAGO 


MEAT | INSTITUTE 


MEMBERS THROUGHOUT THE NATION 
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Pyrex Filter Holder 


The Millipore Proce- 
dure for the control 
of potable waters has 
been approved as a 
standard method by: 


The American Public 
Health Association 


United States Public 
Health Service 


American Water 
Works Association 


Federation of 
Sewage and 
Industrial Wastes 
Associations 


National Research 
Council of the 

National Academy 
of Sciences 
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Plankton 


Millipore announces 
a New Laboratory Manual for 
Bacteriological Water Analysis 


Particular emphasis is placed on manipulative 

details in the enumeration of coliform organisms. 
Specific techniques are included to isolate 
plankton algae and determine suspended solids. 


Monitor for Field Sampling 


Milliporeeiwrer corroration 


Dept. PH, Bedford, Massachusetts 
Send me a free copy of the Millipore Manual for 


Bacteriological Water Analysis. 
Title: 

Professional Address:.... 
City: 


Pics 
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My principal field of interest 
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LEDERLE... THE LEADER IN THE FIELD OF 


DIAGNOSTICS 


Diagnostic antigens produced by Lederle under 
exacting quality control standards for depend- 


able compiement-fixation tests. 

Equine Encephalomyelitis (Eastern) Antigen 
Equine Encephalomyelitis (Western) Antigen 
Influenza Virus (Type A—PR 8 Strain) Antigen 
Influenza Virus (Type A—FM | Strain) Antigen 
Influenza Virus (Type B—Lee Strain) Antigen 
Lymphocytic Choriomeningitis Antigen 

(Soluble Type) 

Mumps Antigen (Viral Type) 

Proteus OX19 Antigen 

Psittacosis Antigen (Soluble Type) 

Q Fever (American Strain—Nine Mile) Antigen 
Rickettsialpox Antigen (Soluble Type) 

Rocky Mountain Spotted Fever Antigen 
(Soluble Type) 

St. Louis Encephalitis Antigen 

LEDERLE—FOR A WIDE RANGE OF DIAG- 
NOSTIC ANTIGENS ... MEDIA... SERUMS... 
EXTRACTS...FOR LABORATORY AND CLINIC 

Now available—“DIAGNOSTIC AGENTS for 
Laboratory and Clinical Use”. New 64-page book- 
let describes Lederle diagnostic products in detail 
with step-by-step explanation of technics. Send 
for your free copy today. 


For further information contact the Lederle Repre- 
sentative through your hospital pharmacy, or write: 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York @aa> 
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ENRICHED... 

and whole wneat flour 
foods are listed among 
the “Essential Four’ food 


groups set up by the U.S. 

Dept. of Agriculture's Insti- 
7 7 tute of Home Economics. 


Diet selected from these 


foods provides ample pro- 
tein, vitamins and minerals. 


As a professional interested in the relation of good 
diet to good health, you may have seen and read 
the message in the “‘slice of bread’’ emblem illus- 
trated above. It has now appeared 14,541,682 
times in publications addressed to physicians, 
dentists, dietitians, public health workers and to 
food-oriented laymen. 

To what end? Just this: The emblem tells our 
whole story over and over again . . . and tells it 
in the words of the Bureau of Human Nutrition 
of the U.S. Department of Agriculture. The 
USDA says that products of wheat—enriched, 
whole grain and restored—are among the four 
recommended groups of food. 

You may conclude that flour foods are popular 
foods, good for you . . . good for everybody. They 
are not more fattening than most other foods, 
and are less fattening than many. At low cost 


they provide a generous portion of nutrients re- 
quired in everyday diet. Easily digested—en- 
riched wheat products make a valuable contribu- 
tion in B-vitamins, food iron, proteins and usually 
calcium to most diets—whether planned for 
therapy, weight reduction or normal feeding. 

With the “slice of bread’’ emblem, we have 
also offered a number of materials for profes- 
sional review and possible distribution. These 
have all been accepted for advertising in the 
Journal of the American Medical Association. 
Several have also been reviewed by the A.M.A. 
Council on Foods and Nutrition and have been 
found consistent with current, authoritative med- 
ical opinion. 

This material is successful only as it serves 
you. It is offered at no charge. If you are interested 
in copies for review send coupon below, 


WHEAT FLOUR INSTITUTE 


309 W. Jackson Bivd. 


Chicago 6, Illinois 


“Snack Foods" leafiet—basic facts about snacks 
and foods, meal planning, calorie control, causes of 
tooth decay. 


( “Classroom Food Facts and Fun'’—a guide to 
help teach “Food for Health," with specific sugges- 
tions for different grade levels. 


**Make-A-Meal Book''—over 100 line drawings of 
food, ready for coloring by pupils, to teach values of 
everyday foods. 


“Shield of Good Health'’—Wal! chart, 17” x 22”, 
Notebook chart, 8%” x 11”. A full-color presentation 
of the U. S. Department of Agriculture's “essential 
four” food groups. 


To: Wheat Flour Institute * 309 W. Jackson Bivd. * Chicago 6, Ill. Dept. AJPH-12 
Please send me for my professional review the materials checked below: 


CL) ‘Role of Wheat and Wheat Products in Human 


Nutrition''—an authoritative survey of literature. 


“From Wheat to Flour'’—A basic reference, re- 
vised edition. 


‘‘Weight Control... The Module Way'’—a new 
weight control concept. 


“‘Prevention of Obesity’’—Symposium reprint, from 


" the Bulletin of the New York Academy of Medicine. 


] “Eat to Live’’—fact book on nutrition—revised edi- 


tion. 


and Grow Slim'’—an “AMA-reviewed,” easy- 


to-follow reducing diet, using popular, readily-avail- 
able everyday foods. 


ADDRESS _ 


CITY 


ZONE 


(offer limited to United States and Possessions) 
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Viomycin sulfate (viocin) is the crystalline salt of an 
antituberculous antibiotic derived from the actinomy- 
cete, Streptomyces puniceus. In patients resistant to 
routine agents, VIOCIN provides significant therapeutic 
effect, particularly in combination with other antituber- 
culous agents. VIOCIN protects against operative compli- 
cations and is apparently not cross-resistant with strep- 
tomycin or isoniazid. 


IN BRIEF 


INDICATIONS: As an adjunct in the treatment of progres- 
sive exudative, hematogenous lesions and the pneumonic 
type of pulmonary tuberculosis; cutaneous tuberculous 
lesions and fistulas; tuberculous lymphadenitis; tracheo- 
bronchial and laryngeal tuberculosis; alimentary, perito- 
neal, genitourinary, meningeal, miliary, and bone and 
joint tuberculosis; and postoperatively in thoracic sur- 
gery on tuberculous patients. It is useful prophylactically 
in operations such as lobectomy and pneumonectomy 
for pulmonary tuberculosis. 


ADMINISTRATION AND DOSAGE: VIOCIN should be adminis- 
tered by deep intramuscular injection, preferably into the 
gluteal, thigh, or deltoid muscles. The dosage employed 
for most forms of tuberculosis is 2 Gm. (given in two 
doses of 1 Gm. each, 12 hours apart) every third day, 
usually in combination with PAS (12 Gm. daily by the 
oral route). Therapy should be continued for at least 
four to six months. Daily administration of viocin 
should never exceed 2 Gm. and should never be given 
continuously for more than one month. 


SIDE EFFECTS: The toxicity of viocin is related chiefly 
to dosage. When recommended dosages are used, toxic 


reactions are unlikely to occur with any degree of fre- 
quency or severity. They may occur in occasional indi- 
viduals, however, and the following reactions should 
be watched for in all patients receiving the drug: renal 
irritation, disturbances of the eighth cranial nerve, 
allergic reactions and eosinophilia, electrocardiographic 
abnormalities, edema and fluid retention, and disturb- 
ances in the serum electrolyte pattern. 


PRECAUTIONS AND CONTRAINDICATIONS: VIOCIN should be 
used under the close supervision ef the physician, and 
should not be used when routine measures (as in mini- 
mal or primary pulmonary tuberculosis) or other drug 
therapy (streptomycin, isoniazid, PAS, either singly or 
in combination) would be effective. Like other anti- 
tuberculous agents, vIOCIN is of relatively little value in 
the therapy of extensive caseous or fibrotic lesions. 
Patients with impaired renal function should receive 
lower dosages and be carefully watched for signs of 
toxicity.'"The similar nature of the toxic manifestations 
of streptomycin and VIOCIN suggests that these two drugs 
should not be used concomitantly except when the poten- 
tialities of other drug combinations have been exhausted. 
They should not be used on the same day, and the higher 
dosage ranges should be avoided. 


SUPPLIED: In vials containing the equivalent of 1 Gm. 
or 5 Gm. viomycin as the sulfate. Diluent to be added. 


More detailed professional information available on 
request. 


1. Davey, W. N.: GP 19:107, No. 1, 1959. 
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This report describes a rapid survey technic designed to obtain data for 


comparison of polio immunization levels among subpopulation groups in 


an urban community. The authors discuss how such a survey can be 


most usefully employed by the health officer and others 


concerned with polio immunization. 


THE CDC QUOTA SAMPLING TECHNIC WITH RESULTS 
OF 1959 POLIOMYELITIS VACCINATION SURVEYS 


Robert E. Serfling, Ph.D.. F.A.P.H.A.:; Richard G. Cornell, Ph.D.: and Ida L. Sherman, M.S. 


rupies'* of 1958 poliomyelitis out- 

breaks brought into sharp focus re- 
cent major changes in attack rates by 
race and status. An 
epidemiological pattern of high concen- 
tration of paralytic cases among young 
children living in poor socioeconomic 
conditions was Detroit, 
urban areas of northern New Jersey, 
and mining camp localities of Virginia 
and West Virginia.‘ In Detroit, cases 
were concentrated in the central sections 
of the city, areas with a large Negro 
population and much crowding. Prior 
to 1956, from 10 to 20 per cent of polio- 
myelitis cases had occurred among the 
Negro population, but in 1956 and 1957 
the percentage increased to approxi- 
mately 40 per cent and in 1958 to 60 
Only a small 


socioeconomic 


observed in 


per cent of total cases. 
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part of the increase could be associated 
with the growing Negro population of 
the city. During the same year similar 
observations were made of poliomyelitis 
outbreaks in urban areas of New Jersey 
and in mining camp areas of Virginia. 
In the Virginia outbreaks the population 
was chiefly white, but paralytic cases 
were concentrated among very young 
children. A possible explanation of the 
unusual character of these outbreaks— 
a concentration of cases in young chil- 
dren living in depressed conditions— 
was a relatively low rate of artifical im- 
munization in relation to other subpopu- 
lations of the epidemic areas. If this 
hypothesis were correct, it was quite 
probable that conditions in many urban 
areas were conducive to explosive out- 
breaks which could produce high attack 
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rates among unvaccinated preschool chil- 
dren. At this time, even in areas where 
outbreaks were occurring, there were no 
means to determine poliomyelitis vac- 
cination rates according to the necessary 
classification: age, race, and socioeco- 
nomic status. 

It was decided therefore to develop 
an urban survey technic of the follow- 
ing nature: 

1. The general approach should be epi- 
demiological with an urban area classified into 
geographical subareas according to  socio- 
economic, racial, and cultural characteristics 
and with estimation of immunization rates for 
each subgroup as the primary objective of the 
survey design. 

2. Needs for technical assistance should not 
be extensive, advance planning brief, and 
analysis prompt and simple. 

3. Interviewers would have to be provided 
from the regular health department staff. 


Each population subgroup was to be 
treated as an independent unit in esti- 
mating immunization rates. Estimation 
of an average rate for the entire urban 
area was rejected as an important factor. 
\lso, comparison of results from one city 
with those of another was considered of 
trivial importance. Therefore, consider- 
able flexibility was permissible in the 
design of individual surveys to answer 
questions of importance lo a particular 
city. 

A pilot survey was conducted in the 
city of Atlanta in November, 1958, a 
manual of operations® was prepared, and 
in January, consultation with the Statis- 
tics Section staff of the Communicable 
Disease Center was made generally 
available. through the Public Health 
Service’s regional offices, to cities wish- 
ing to conduct an immunization survey. 
The response was immediate. From 
May through June, consultation was 
given to 36 cities located in all parts of 
the country. The method proved 
adaptable to_a broad variety of condi- 
tions. To focus attention on specific 
problems. a survey of one city is de- 
scribed here in some detail. 


The Boston Survey 


A survey of the city of Boston was 
conducted late in March, 1959. In its 
general plan, it typifies a number of 
surveys conducted in cities ranging in 
size from a hundred thousand to a 
million in population. The city of 
Boston and the Massachusetts State 
Health Department provided epidemi- 
ological guidance, clerical assistance, in- 
terviewers, maps, forms, and other assist- 
ance. Technical guidance was provided 
by the Communicable Disease Center. 
The schedule of operations was as 
follows: 

Monday, March 23: Planning sessions with 
local groups 

Tuesday, March 24: Final definition of plans 

Wednesday, March 25: Location of primary 
sampling units and preparation of an inter- 

viewer's manual of instructions 
Thursday, March 26: Field examination of 

primary sampling units in certain sections 

of the city 

Friday, March 27: Preparation of itinerary 
with map and listing of sample points for 
each interview team 

Monday, March 30: Assembly of interviewers’ 
kits and general review of plan 

Tuesday, March 31: Briefing of interviewers 
and commencement of field work 

Wednesday, April 1: Completion of field work 
and tabulation of Tuesday’s returns 

Thursday, April 2: Completion of tabulations 
and field call backs 

Friday, April 3, a.m.: Preparation of report 

p.m.: Review of report with Health De- 

partment 


In 1950, the city of Boston had a 
population of approximately 800,000. 
Originally comprising only a group of 
small villages surrounding Boston 
Harbor and the Charles River, the city 
limits now also include a considerable 
adjacent area. 

An initial classification of the city into 


subpopulations was based on a_ rank 
index constructed from 1950 census data 
which provided measures of crowding. 
sanitation, and education by census 
tract. After the tracts had been ranked 
hy these criteria, they were classified 
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into three groups, “upper socioeco- 
nomic” including the 25 per cent of the 
tracts with highest ranks, “middle socio- 
economic,” including the central 50 per 
cent of the ranks, and “lower socioeco- 
nomic” including the 25 per cent of the 
tracts with lowest ranks. 

Within these broad groupings two 
subpopulations, considered as_ possibly 
differing from the general population 
with respect to their acceptance of the 
poliomyelitis program, 
These were (1) a 
central area populated by a predomi- 
nantly Negro population and (2) the 
“North End,” the oldest part of the city 
in which the dominant culture of recent 
To the 
casual observer the latter area appears 
to be a typical slum. It was believed, 
however, that many families of the area 


immunization 
were distinguished. 


generations has been Italian. 


remained there for sentimental rather 
than economic reasons and were prob- 
ably of quite different character from 
inhabitants of other census tracts classi- 
fied as lower socioeconomic. 

Thus, five subpopulations with distine- 
tive characteristics were defined. Col- 
lectively, these included the entire area 
of the city of Boston as shown in Fig- 
ure 

The number of subpopulations was de- 
termined in part from the factors men- 
tioned but also with some consideration 
of the number of available interviewers. 
These included eight nurses and eight 
sanitary inspectors who were to be 
available for two days of field work. 
Working in pairs, they formed eight 
teams. Both members of one team 
spoke Italian and were assigned to the 
North End. Itineraries for the seven 
teams assigned to the other four sub- 
populations were arranged so that each 
team took an approximately equal num- 
her of interviews in each subpopulation. 
Through this device, differences in inter- 
viewing skill were eliminated when sub- 


populations were compared. 
Within subpopulations, primary sam- 
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pling units were first distributed to 
census tracts in proportion to the 1950 
population of each tract. Within census 
tracts, they were located by a process 
of randomization. The procedure used 
permitted any geographic point within 
the census tract to have approximately 
the same chance of selection as any 
other point. When a point was thus 
determined, the nearest street intersec- 
tion was taken as the focal point of a 
primary sampling unit. 

The primary sampling unit itself con- 
sisted of the “arms” of an intersection, 
each extending a distance of one block. 
Four interviews, two by each member 
of a team, were taken at each inter- 
section. To determine a particular dwell- 
ing unit for interview, the total num- 
ber of dwelling units on both sides of 
the street within a one-block interval 
was estimated by the interviewer and 
then a particular dwelling unit was 
selected by use of a table of random 
numbers. Substitutes were not per- 
mitted. When no one was at home, 
a special call-back form was left by 
the interviewer. Call backs were com- 
pleted by telephone when possible. If 
not. one field call back was made. 

A standard interview form provided 
information on the number of _polio- 
myelitis inoculations which each mem- 
her of the household had received. 


Results of the Survey 


In Boston, 448 interviews were sched- 
uled for the general population survey. 
Of these, 431 were completed; the re- 
mainder included 12 refusals and five 
incompleted interviews. 

In the North End, only 54 of the 80 
scheduled interviews were completed. 
The low completion rate was due in 
part to interviewer fatigue brought on 
hy successive climbs to fourth floor flats 
and in part to interviews requiring more 
time than usual because of the sociable 
habits of this subpopulation. 

Characteristic differences in age dis- 
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POPULATION SUB GROUPS 


ZY 


White upper soc oeconomic 


White middie soc oeconomic 


White lower soc ceconom:< 


White, North End 


creas, porks, cometeries, etc 


Figure 1—Classification of the City of Boston into Subpopulations 


tribution of the subpopulations are evi- 
dent in the larger percentage (Tables 
1 and 2) of older persons in the upper 
socioeconomic group and the large per- 
centage of young children in the Negro 
population. The North End group in- 
cluded a relatively large proportion of 
older persons and a somewhat smaller 
proportion of young children. Figure 


2 and Table 3 present the immunization 
status of the sample populations. Dis- 
tinct differences in immunization rates 
by subpopulations may be observed, The 
distinctly higher proportion of children 
under five years with three or more 
inoculations in the North End sample 
is notable when compared with other 
groups initially classified as lower socio- 
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economic. The 5-to-14-age-group showed 
relatively high immunization rates in 
all samples. 

In the age-group 15 to 39 the upper 
socioeconomic white subpopulations ap- 
peared to be somewhat better immunized 
than other groups, but at ages 40 and 
over relatively few persons had been 
immunized in any of the subpopulations. 


Results of Other Surveys 


It has been previously mentioned that 
the Communicable Disease Center pro- 
vided technical assistance on poliomye- 
litis immunization surveys to 36 cities 
during the early months of 1959. A 
majority of these have been reported in 
the weekly CDC Poliomyelitis Surveil- 
lance Unit Report. In Table 4 the 
cities surveyed are listed with a refer- 
ence to the issue of the PSU Report con- 
taining a description of the findings. A 
number of additional surveys were made 
by State Health Department personnel 
who had participated in an initial sur- 
vey in the state. 


POLIO VACCINATION SURVEYS 


The general plan of the Boston survey 
was followed in other surveys but with 
appropriate local modifications. Only 
urban areas were surveyed, although 
many county-wide health departments 
desired to include the rural area within 
their jurisdiction and many rural health 
departments wished to conduct surveys. 
A modified technic adapted to this pur- 
pose has now been developed and two 
pilot rural surveys, one in Halifax 
County, N. C., and one in Jefferson 
County, Mo., have been completed. 

For the reasons mentioned, compari- 
son of immunization status from one city 
to another depends on a number of 
variables: modifications in local pro- 
cedures, different methods for classifi- 
cation of subpopulations, and analysis 
by age in accordance with groupings 
of special interest to the local health 
departments. All these factors make 
intercity comparisons difficult. if not 
invalid. 

Nevertheless, a general impression of 
the nationwide experience is of interest 
and for this purpose Figure 3 has been 


Table 1—Subpopulations and Sample Composition* 


Scheduled 


Interviews 


1950 
Population 


Total White 


Completed Interviews 


Total Personst 


Ages 15-39 


Nonwhite 5-14 


White, 
upper 

2. White. 
middle 
White, 
lower 
North End 
Negro 


252,200 104 99 


344,500 104 
73,200 
16,000 
62,900 


104 
80 
136 


528 


748,800 


Subtotal 


Not in- 
cluded in 
survey 
Grand 
total 


108 


142 102 
119 
57 
160 


70 
105 79 


119 


1,740 Totals by age have no valid 


interpretation 


*Line 6, areas not surveyed, includes the central business district and the population of areas eliminated since 


195) by the urban-renewal problem. 
+ Total persons” includes only white for areas 1, 2, 
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3, and 4 and only nonwhite for area 5. 


Piss 
Area 40+ 
92 7 355 50 63 134 
=: 98 of 397 56 97 
102 95 
54 54 
: 132 27 
— 
6. 
52,044 
801,444 
1851 


Table 2—Special Characteristics of the 
Sample Populations 


Persons 
Per 
House- 
Area hold 


Percent Percent 
Under 5 Over 40 


White, upper 3.9 14.1 
White, middle 4.1 14.1 
White, lower 3.9 14.9 
North End 3.3 12.2 
Negro 4.2 20.9 


prepared. This shows results for the 
white population classified by socioeco- 
nomic level and age-group according to 
the proportion of persons having re- 
ceived three or more poliomyelitis inocu- 
lations. Findings are given for 26 cities 
which used the same age-grouping as 
the Boston survey. The cities included 
are marked with an asterisk in Table 4. 
In general, results followed a pattern 
similar to that shown by the Boston 
survey. This is emphasized by the hori- 
zontal dashed line in Figure 3. indi- 
cating the median value for each age 
and socioeconomic group. 
_ The age-group under five is of small- 
est sample size in all cities and hence 
exhibits the greatest degree of inherent 
sample variation. However, it is of in- 
terest to note that the highest immuni- 
zation rates in lower socioeconomic 
groups 
rates for upper socioeconomic levels. 


rarely approached the lowest 

In the age-group 5 to 14 a consider- 
able difference in variability by socio- 
economic level may be observed. This 
is believed to reflect differences in school 
immunization programs. 

In the age-group 15 to 39 the general 
pattern is similar to that in the group 
under age five. In the 15 to 39 group. 
sample sizes were considerably larger 
than in the under-five group, and, hence, 
a greater portion of the variability may 
be attributed to differences among cities 


in availability of clinics, prevailing 
medical practices, and recognition of a 


need for immunization by older persons. 


Practical Results of the Surveys 


In Boston the survey findings were 
considered a major factor in winning 
support of the three local medical 
societies for mass immunization through 
dollar clinics. Some 30 such clinics 
were established at strategic points easily 
accessible to those populations found to 
be poorly immunized. Over 30,000 
inoculations were given in a first series 
of clinics and approximately the same 
number in a similar group of clinics 
held a month later for seeond inocula- 
tions. The governor of Massachusetts 
designated May as poliomyelitis vacci- 
nation month and appeared on both 
radio and television to urge everyone to 
be immunized. 

In other cities, community interest 
and activity were manifested in a variety 
of ways. In St. Paul, Minn., during 
the summer months, clinics were estab- 
lished in community centers and neigh- 
horhood libraries. In Columbus, Ohio. 
a door-to-door campaign was conducted 
by a “Mothers’ March” with a goal of 
10,000 inoculations by July. 

In Providence, R. [., the activity fol- 
lowing the survey gave rise to the estab- 
lishment of immunization clinics in 
satellite towns and communities not in- 
cluded in the survey. 

In Dallas. Tex.. nine new clinics were 
inaugurated, seven in local church build- 
ings. In Houston, an “Operation-Polio- 
Mobile” was conducted by the Junior 
Chamber of Commerce which enrolled 
17 civic organizations and 19 commer- 
cial establishments as participants in 
the project. 

In the small town of Casper, Wyo.. 
where no local health department ex- 
isted, clinics were set up by the local 
medical society following a survey con- 
ducted by the State Health Department 
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in cooperation with the local chapter 
of the National Foundation. 

In general, radio and television sta- 
tions as well as local newspapers con- 
tributed time and space generously to 
the local poliomyelitis immunization pro- 
grams. 


Discussion 


In reviewing the field experience, it 
may be said that the objectives of swift 
initial planning, simplicity in field pro- 
cedures, and rapid analysis have been 
shown feasible. 

The general validity of the results 
have met the test of careful scrutiny by 
seasoned health officers and epidemiolo- 


gists. In this practical sense no important 
biases have been found in the method. 
Nevertheless, it should be stressed that 
biases in the 
procedure which, although apparently 
not serious in the present application, 


there are two inherent 


might be of concern if the method were 
applied indiscriminately. 


Ss 


WA 
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Specifically, both the procedure for 
selection of primary sampling units 
within census tracts and the procedure 
for selection of a dwelling unit within 
primary sampling units have the effect 
of giving a dwelling unit in a sparsely 
populated area a greater probability 
of entering the sample than one in a 
densely populated area. 

Since census tracts are laid out with 
the purpose of obtaining reasonably 
homogeneous units, the socioeconomic 
characteristics of dwelling units within 
them tend to be somewhat independent 
of variation in dwelling unit density. 
Similarly, at a street intersection, there 
is commonly a similarity in the perti- 
nent characteristics of nearby families. 

However. particularly in large cities, 
extreme exceptions may occur. In cer- 
tain transition areas high-rental apart- 
ment dwellings may be found cheek-by- 
jowl with dilapidated dwellings in- 
habited by a depressed population. Like- 
wise, newly constructed housing projects 
may have a quite different population 
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Figure 2—Results of the Boston Poliomyelitis Immunization Survey, by Age and Sub- 
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Table 3—Sample Findings on Poliomyelitis Immunization Status in Boston, April, 1959 


Number of Persons by Number 


Age Sub- Tota! 
Group population Persons 0 


; Per cent 
of Inoculations Reporting: 
2 3 + Unknown 3+ 0 


Under 5 White, upper 50 6 
White, middle 56 14 
White, lower 55 25 
North End 22 3 
Negro 92 47 


White, upper 


White, middle 97 5 
White, lower 104 | 
North End 31 l 
Negro 7 


White, upper 


White, middle 142 56 
White, lower 119 61 
North End 57 33 


Negro 


White, upper 


over White, middle 102 89 
White, lower 90 73 
North End 70 69 
Negro 79 66 


than in nearby areas. In the present 
surveys, such problems have been met 
hy field inspection of primary sampling 
units in questionable areas with appro- 
priate adjustment when necessary. 

In conclusion, a few remarks on the 
usefulness of local surveys may be wor- 
thy of brief mention. A question may 
be asked whether a local immunization 
survey should be conducted at all. Cer- 
tain figures on immunization are avail- 
able from national surveys. These in- 
dicate a socioeconomic gradation in the 
Furthermore. 
a consistent pattern of immunization 
deficiencies has been shown repeatedly 
in city after city through the present 
surveys. Cannot a health officer assume 
that the same pattern prevails in his 
own community and initiate an immu- 
nization program on this assumption? 
This is certainly possible, but, even 


extent of immunization.® 
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10 31 62 12 
9 30 ) 57 25 
6 20 15 
17 2) 
13 28 30 51 


l 
7 75 3 3 80 5 
89 3 86 
30 97 


13 

14 5 16 32 9 

1] 26 13 22 51 
3: 2% a7 


l 5 6 87 

9 6 10 81 
] 0 99 
2 l 9 ] 84 


though a health officer may suspect that 
his local problem is similar to that of 
other cities, most of the evidence he 
can readily obtain is likely to point in 
a different direction. His sources of 
information are his own program activi- 
ties and the experience of local physi- 
cians. If he inquires, his child health 
centers will correctly inform him that 
it is standard practice to immunize all 
children in families availing themselves 
of the clinic resources. Pediatricians 
will tell him that they routinely im- 
munize all children in their practice and 
parents as well, when it is indicated. 
School surveys may indicate a fairly 
high immunization rate. 

Health officers are of course aware 
of the defects in the sources of informa- 
tion mentioned and usually suspect quite 
accurately where their problems lie. The 
real problem is to convince other local 
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groups to expend time and money in — which the community momentum neces- 


ah situations where the health officer lacks sary for a vigorous program develops 
a data to demonstrate the accuracy of his rapidly. The impact of information 
conclusions. specifying a community's particular 
‘ee A local survey of the type described problem greatly exceeds the force of 
Bi yields data which makes the problem argument based on analogy with other 


apparent to all and provides a base from _ areas, 


bi Table 4—Poliomyelitis Immunization Surveys in 1959! 

Date Poliomyelitis Surveys 
ae of Surveillance Publication Included 
oe State City Survey Report Number Date in Figure 3 


Calif. Long Beach March 167 May 1 * 
Los Angeles April 174 July 13 ’ 
Oakland March 168 May 15 : 
Colo. Denver February 163 March 6 ° 
District of 
Columbia March 167 May 1 . 
Ga. Atlanta (November, (December 5, 
1958) 160 1958) ° 
Il. Chicago May 175 July 17 
lowa Des Moines July 178 August 7 - 
Kan. Wichita June 171 June 19 “4 
Ky. Lexington March 165 April 3 . 
La. Monroe- 
W. Monroe May 170 June 12 x 
Lafayette May 170 June 12 . 
Mass. Boston April 168 May 15 ° 
Mo. St. Louis County September Unpublished 
Jefferson County October Unpublished 
Minn. St. Paul April 169 May 29 . 
N. M. Albuquerque May 182 September + 
es Halifax County September 188 October 16 
N. Y. New York January 176 July 24 
Rochester April 181 August 28 
Syracuse April 181 August 28 
Ohio Columbus February 166 April 20 si 
Okla. Oklahoma City May 177 July 31 ° 
Tulsa May 183 September 11 ” 
Providence June 179 August 14 
Tex. Dallas June 180 August 21 ” 
Ft. Worth May 180 August 21 . 
Houston May Unpublished ° 
Utah Salt Lake City March 168 May 15 
Va. Richmond March 172 June 26 4s 
Danville March Unpublished 
Fredericksburg April Unpublished 
Harrisonburg April Unpublished “3 
Radford April Unpublished 
Hampton April Unpublished 
Wyo. Casper April 173 July 6 ? 


1 The surveys listed were conducted with technical assistance from Statistics Section, Epidemiology Branch, 
Communicable Disease Center. Additional surveys have been conducted by state and local health departments 
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Figure 3—Poliomyelitis Immunization, by Age and Socioeconomic Subgroup: 26 U. 5. 


Cities, January-June, 1959 


Summary 


A poliomyelitis immunization survey 
technic designed for rapid execution and 
analysis, simplicity of field procedures. 
and minimal training of interviewers is 
described. The objective is comparison 
of appropriate subgroups within the 
population of a given city. It is not 
recommended for estimation of city-wide 
averages or for comparison of results 
for one city with those of another. 

Certain biases are encountered in 
allocation of primary sampling units 


1856 


to census tracts and in selection of house- 
holds within primary sampling units. 
When extreme 
geneity in distribution of dwelling units 


conditions of hetero- 
oceur within census tracts and within 
primary sampling units. careful study 
and exercise of sound judgment must 
modify routine application of — the 
methodology. 

A survey conducted in Boston in 
March. 1959. was described to illustrate 
Similar 
surveys were conducted in 36. cities 
located in various parts of the country. 


the procedure and analysis. 
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Summary results, given for 26 surveys, Other members of the CDC Statistics See- 

indicate that the problem of low immu- tion staff who provided technical guidance in 

nization rates in young children in lower Geld surveys incinds Asther Coben, Ehuer C. 

5 Hall, Paul E. Leaverton, William S. Mallios, 

socioeconomic groups has been wide- and Sarah F. Welch. Ernestine Tomlinson 

spread. and Sarah Wingo provided assistance in many 
ways. 
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This study was made to evaluate the hemagglutination inhibition and 


neutralization technics as serologic procedures for the diagnosis 


of infections with para influenza 1 and 3 viruses. While these 


technics were found to be sensitive along several lines, 


etiologic diagnosis was hampered by heterotypic 


responses. Specific etiologic diagnosis can 


best be made by virus isolation. 


Joseph A. Bell, M.D., Dr.P.H., F.A.P.H.A. 


HE PARA influenza viruses Types 1 
(hemadsorption Type 2), 2 (CA), 
and 3 (hemadsorption Type 1) are 
newly recognized members of the myxo- 
virus family which have been recovered 
from persons with various types of res- 
piratory illness.’* These agents possess 
certain biologic and antigenic properties 
which separate them from the influenza 
viruses.** The para influenza viruses 
appear to play an important role in 
childhood respiratory illness. On a year- 
round basis, para influenza 1 and 3 
viruses have been isolated from 6 per 
cent of children with all types of res- 
piratory illness, and 
months the recovery rate from children 
with upper respiratory illness has been 
as high as 20 per cent.** Para influ- 
enza 1 virus has been the most impor- 
tant single agent associated with acute 
laryngotracheobronchitis (croup) of in- 
fancy and early childhood; this agent 
has been recovered from 20 per cent 
of patients with this syndrome.*:? Re- 
cently para influenza 1 virus has been 


during certain 


SEROLOGIC RESPONSE OF INDIVIDUALS INFECTED 
WITH PARA INFLUENZA VIRUSES 


Robert M. Chanock, M.D.: Doris C. Wong, B.A.: Robert J. Huebner, M.D.. F.A.P.H.A.; and 


recovered from adults with febrile upper 
respiratory illness.*-* 

During the course of a study of the 
microbiologic experience of infants and 
children under three years of age in a 
welfare nursery, we had the opportunity 
to observe outbreaks of infection with 
para influenza 1 virus and with para 
influenza 3 virus. This report will de- 
scribe an evaluation of the available 
serodiagnostic employing 
specimens derived from the nursery out- 


procedures 


breaks. 

Throat swab specimens were obtained 
from the nursery children at weekly 
intervals and at the onset of a febrile 
illness (temperatures of greater than 
100.6 F rectally). These specimens were 
tested for the presence of virus in mon- 
key kidney tissue culture employing the 
hemadsorption technic. Neutralization 
tests were performed with fourfold dilu- 
tions of serum which were incubated 
for one hr at room temperature with 
10 TCDs9 of para influenza 1 virus or 
100 TCDs9 of para influenza 3 virus. 
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Three days following inoculation of this 
mixture into monkey kidney tissue cul- 
tures the presence of virus was tested 
for by hemadsorption. The serum anti- 
body end point was considered the 
highest dilution of serum that pre- 
vented hemadsorption. Complement-fixa- 
tion (CF) tests employed four units of 
antigen, two full units of complement, 
and overnight fixation at 4° C. Para 
influenza 1 CF antigen was prepared 
from infected monkey kidney cultures, 
while para influenza 3 CF antigen was 
prepared from infected KB cultures.” 
Hemagglutination-inhibition (H-I) tests 
were performed with four units of anti- 
gen and a one-hr incubation of the 
serum-virus mixture at room tempera- 
ture before the addition of red cells. 
Chicken erythrocytes were used for para 
influenza 1 hemagglutinin and guinea 
pig red cells for para influenza 3 hemag- 
glutinin. Sedimentation of red cells was 
allowed to occur at 4° C. Serum in- 
hibitors for the para influenza viruses 
were removed by treatment with 25 per 
cent kaolin.'° 

A serum sample was available from 
almost all infants and children prior to 
the nursery outbreak, and this specimen 
was tested simultaneously with a serum 
obtained at least from two to three 
weeks after virus isolation. or from two 


PARA INFLUENZA VIRUSES 


to three weeks after the outbreak was 
over if virus isolation was unsuccessful. 
A fourfold or greater increment in level 
of antibody between the sera ob- 
tained before and after the outbreak was 
considered indicative of infection. 


Para Influenza | Outbreak 


Para influenza 1 virus was first de- 
tected in the nursery population on May 
30, 1958. This agent spread slowly 
through the group, since 41 days elapsed 
between the first and last infection of 
infants and children who were in resi- 
dence when the virus was introduced. 
The mean weekly population during 
this interval was 52. Approximately 
three-quarters of the infections were 
associated with a febrile upper res- 
piratory illness lasting from one to seven 
days. Acute laryngotracheobronchitis 
(croup) was not observed, although 45 
para influenza 1 infections were de- 
tected: 24 by virus isolation with sero- 
logic confirmation, four by virus isola- 
tion where serologic testing was not 
performed, and 17 by serologic means 
where virus isolation was unsuccessful. 

Table 1 summarizes the results of 
three serologic procedures in the diag- 
nosis of para influenza 1 infection. The 
technics for performing the CF and HI 


Table 1—Serologic Diagnosis of Para Influenza 1 Infection Outbreak in 


Junior Village Orphanage Nursery* 


Fourfold or Greater Rise in Antibody by Indicated Technic 


Neutralization in 
Tissue Culture 


CF H-I 


Number 
Positive 


Number 
Tested 


Virus 
Recov ery 


Number 
Tested 


Number 
Positive 


Number 


Tested 


Number 
Positive 


Total 


23 20 
35 13 


58 


* Total number of children with serologic evidence of infection= 41. 
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Table 2—Comparison of Three Serologic Technics in the Diagnosis of Para Influenza 


1 Infection in Nursery Group 


Number 
with 
Number Antibody 
Fechnic Tested Rise 


Neutralization and H-I 
CF and H-I 
Neutralization and CF 


tests were standard methods which we 
have employed for the study of other 
' A modification in the 
neutralization technic. however, was nec- 
essary for the study of para influenza | 
neutralizing antibody in children. When 
100 TCD;) of virus was used in the 
neutralization test. the level of antibody 


myxoviruses.” 


in the postouthreak sera was low and 
rises in antibody following virus iso- 
lation were uncommon. A decrease in 
the quantity of virus employed to 10 
TCD.» resulted in higher levels of anti- 
body in the postouthreak sera and rises 
in neutralizing antibody were detected 
for 22 of 214 nursery occupants from 
whom virus was recovered, as shown in 
Table 1. With the modification just 
described the neutralization technic ap- 
peared to be a sensitive indicator of 
para influenza 1 virus infection. The 
H-I test was also effective in the sero- 
diagnosis of para influenza 1 virus in- 
fection, while the CF technic was con- 
siderably less sensitive than the other 
methods. 

Not all individuals were tested by 
all three serodiagnostic technics. For 
this reason the technics were compared 
one to another only for those individuals 
who were so tested. Table 2 presents the 
results of such a comparison. The neu- 
tralization and H-I procedures appeared 
to be equally sensitive for detection of . 
para influenza | infection. The CF tech- 
nic was approximately one-fourth as 


Fourfold or Greater Rise in Antibody 
Both CF Neutralization H-I 
Technics Only Only Only 


sensitive as either of the other methods. 
Although the CF technic proved to be 
relatively insensitive, a small number 
of infections was diagnosed only by this 
method. For detection of the maximal 
number of infections by serologic means 
it was necessary to employ .all three 
methods. 

The relative ineffectivenes of the CF 
test was not evident when infants and 
children with acute laryngotracheobron- 
chitis associated with para influenza | 
virus infection were studied.*| As shown 
in Table 3, 94 per cent of such patients 
with severe illness developed CF anti- 
body. It is possible that the severity of 
illness associated with para influenza 1 
infection may influence the level of CF 
antibody which develops during con- 


valescence. 


Table 3—Effect of Severity of Illness 
upon Development of CF Antibody for 
Para Influenza | Virus 

Antibody 

Clinical Llness from No. of Rise 

which Para Influenza Children Per 

1 Virus Recovered Tested No. cent 


Acute laryngotracheo- 
bronchitis (Croup) 


Upper respiratory 


* 
illness 


VOL. 50, NO. A.J.P.H. 


‘ 
36 x0 3 3 
58 35 6 26 
5 9 eae 
58 36 6 2 24 ce 
a 
17 16 94 
* 16 nfections associated with fever (temperature i oe 
>100" rectal) 
1860 
I 


Table 4—Effect of Previously Acquired 
Neutrelizing Antibody upon Infection 
with Para Influenza 1 Virus as Meas- 
ured by the Neutralization Technic 


Fourfold or Greater 
Rise of Neutralizing 
Antibody After 
Outbreak 


Preoutbreak 
Neutralizing 
Antibody 
No. in 
Group 


Reciprocal 
of Titer 


<4 54 
8-16 0 


32-128 


The neutralizing antibody status of 
the nursery occupants prior to the out- 
break is shown in Table 4. Of the 
infants and children who were less than 
three years of age, 89 per cent did not 
possess neutralizing antibody detectable 
at a final serum dilution of 1:4. Neu- 
tralizing antibody appeared to protect 
against infection during the outbreak; 
66 per cent of infants and children with- 
out neutralizing antibody prior to the 
outbreak developed such antibody fol- 
lowing the outbreak, while only 14 per 
cent of those with 
body before the outbreak developed a 
positive serologic response. It is of 
interest that 34 per cent of the indi- 
viduals without neutralizing antibody 
prior to the introduction of para_in- 


neutralizing anu- 
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fluenza 1 virus into the nursery failed 
to be infected during the outbreak as 
measured by the neutralization technic. 


Para Influenza 3 Outbreak 


The para influenza 3 virus outbreak 
from which serum specimens were ob- 
tained for an evaluation of serodiag- 
nostic methods occurred in November 
and December of 1957. The circum- 
stances of this outbreak with the occur- 
rence of febrile upper respiratory illness 
and pneumonitis have been described 
previously. Para influenza 3 virus 
spread through the nursery more rapidly 
than did para influenza 1 virus; only 
ten days elapsed between the first and 
last infection among the nursery occu- 
pants who were in residence at the 
time the virus was introduced. Sub- 
sequent infections which occurred over 
the next 21 days involved new admis- 
sions to the nursery. 

Table 5 presents the results of three 
serologic procedures in the diagnosis 
of para influenza 3 infection. The neu- 
tralization and H-I technics measured 
a rise in antibody for each individual 
from whom virus was recovered. The 
CF technic also appeared to be a sen- 
sitive serologic procedure in that almost 
all infants and children who yielded 
virus also developed a CF antibody rise. 


Table 5—Serologic Diagnosis of Para Influenza 3 Infection Outbreak i 


Junior Village Orphange Nursery* 


Fourfold or Greater Rise in Antibody by Indicated Technic 


Neutralization in 


Tissue Culture 
Number Number 


Tested 


Virus 
Recovery Positive 
Yes 28 
No 23 


Total 51 


Number Number 
Tested 


CF H-I 
Number 
Tested 


Number 


Positive Positive 


* Total number of children with serologic evidence of infection = 42. 
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Table 6—Comparison of Three Serologic Technics in the Diagnosis of Para Influenza 


3 Infection in Nursery Group 


Number 

with 
Number 
Tested Rise 


Technic 


Antibody 


Fourfold or Greater Rise in Antibody 


CF Ne 
Only 


Both 


Technijes 


Neutralization  H-I 
Only Only 


Neutralization and H-I 51 
CF and H-I 54 
Neutralization and CF 51 


2 
3 


A compatison of the neutralization, 
CF, or H-I procedure with each of the 
other technics is presented in Table 6. 
Ali three serologic tests appeared to be 
equally effective in detecting develop- 
ments of para influenza 3 antibody. 
Each technic was capable of detecting 
an occasional serologic response that 
could not be measured by one of the 
other technics. The effectiveness of the 
CF test for para influenza 3 virus is in 
marked contrast to the situation ob- 
served for para influenza 1 virus. 

The neutralizing antibody status of 
the nursery occupants prior to the out- 
break is shown in Table 7. Of the 
infants and children who were less 
than three years old, 61 per cent pos- 
sessed neutralizing antibody for para 
influenza 3 virus prior to the intro- 
duction of this agent into the nursery 
group. This prevalence of neutralizing 
antibody is greater than that observed 
for para influenza 1 virus (11 per cent) 
prior to its introduction into the nursery 
population. All the individuals who 
lacked neutralizing antibody were in- 
fected during the outbreak. In addi- 
tion, all infants and children with levels 
of 1:8 to 1:32 before the outbreak were 
infected. Higher levels of neutralizing 
antibody in the range 1:64 to 1:512 
appeared to confer protective 
effect, since only eight of 22 individuals 
with such levels developed a serologic 
response indicative of infection. The 
frequency with which infection occurred 


some 
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among persons possessing antibody sug- 
gests that reinfection with para influenza 
3 virus was not an uncommon event. 
Analysis of pre-exposure neutralizing 
antibody status in relation to the occur- 
rence of febrile illness for this and 
another more extensive outbreak, to be 
presented in detail in a future publica- 
tion, indicated that approximately 78 
per cent of first infections were asso- 
ciated with a febrile illness, whereas such 
illness was considerably less common 
during episodes of reinfection.® 


Development of Heterotypic 
Para Influenza Antibody 


Previous investigations employing 
serum from infected animals indicated 
that para influenza 1 and 3 viruses were 
distinct from each other.** Evidence 
for the antigenic distinctness of these 
viruses is presented in Table 8 which 
summarizes representative CF and HI 
tests performed with serum pools from 
infected guinea pigs. A_ relation be- 
tween these viruses was suggested, how- 
ever, when 10 of 17 children with croup 
from whom para influenza 1 virus was 
recovered developed para influenza 3 
CF antibody.? Similarly, three of five 
adults infected with para influenza 1 
virus developed para influenza 3 CF 
antibody.* These findings are consist- 
ent with the concept that the para in- 
fluenza viruses and other noninfluenza 
myxoviruses comprise a group in which 
common antigens exist. 
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Table 7—Effect of Previously Acquired 
Neutralizing Antibody upon Infection 
with Para Influenza 3 Virus as Meas- 
ured by the Neutralization Technic 


Fourfold or 
Greater Rise 
of Neutralizing 

Antibody 


Preoutbreak 
Neutralizing Antibody 


Reciprocal No. in _ after Outbreak _ 
of Titer Group Yes No 
<8 20 20 0 
8-32 9 9 0 
64-512 22 8 14 


Infants and children involved in the 
para influenza 1 and 3 virus outbreaks 
were tested for heterotypic HI and CF 
antibody to determine the frequency of 
heterotypic responses and to assess the 
importance of such responses in the 
serodiagnosis of infection. Table 9 pre- 
sents the results of tests for heterotypic 
antibody response. Approximately one- 
third of the individuals who developed 
HI antibody for the infecting para in- 
fluenza 1 virus also developed a response 
for para influenza 3 virus. The devolop- 
ment of heterotypic HI antibody for 
para influenza 1 by persons infected 
with para influenza 3 virus occurred 
somewhat less often, that is, in ap- 
proximately 12 per cent of such infec- 
No difficulty was encountered 


tions. 


from Infected Guinea Pigs 


Table 8—Lack of Relation of Para Influenza 1 and 3 Viruses in Tests with Serum 
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in serodiagnosis with the HI technic 
when a single response was observed. 
In the 20 per cent of instances where 
a double response occurred, para in- 
fluenza 1 virus was the infecting agent 
twice as often as was para influenza 3 
virus. 

Heterotypic responses as measured by 
the CF technic presented a more com- 
plex and potentially misleading picture 
than HI because of the poor CF anti- 
body response to para influenza 1 virus. 
For example, 17 infants and children 
developed a rise in CF antibody follow- 
ing infection with this virus, but the 
zesponses of nine were directed solely 
to the heterotypic para influenza 3 
virus. These nine individuals were in- 
fected with para influenza 1 virus, since 
the agent was recovered from five of 
the group, while the remaining four 
persons developed HI and/or neutra- 
lizing antibody for this agent. CF anti- 
body response to para influenza 3 in- 
fection was seldom complicated by het- 
erotypic para influenza 1 antibody. 

Serodiagnosis by CF of mild or mod- 
erately severe illness associated with 
para influenza infection must be made 
with caution because of the tendency 
to underestimate para influenza 1 in- 
fection and to overestimate para influ- 
enza 3 infection. Such tendencies are 
not inherent in the HI technic, but 
here the problem of heterotypic _re- 


_Reciprocal of Antibody Titer with Four Units of Antigen 


CF 
Soluble Antigen Tissue Culture Antigen H.-I 
Guinea Pig Para Para Para Para Para Para 
Serum Influenza 1 Influenza 3 Influenza 1 Influenza 3° Influenza 1 Influenza 3 


Para influenza 1 
(HA-2) 320 <10 


Para influenza 3 <10 80 


1280 <10 1280 <10 
<10 2560 <10 320 
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Table 9—Development of Heterotypic Para Influenza Antibody Following Infection 


with Para Influenza | or 3 Virus 


Fourfold or Greater Rise in Antibod 


Para 
Both Influenza 1 
Infection Tota Viruses Only 
Para influenza 1 34 10 23 
Para influenza 3 4] 5 0 


sponses prevents accurate serodiagnosis 
in 20 per cent of instances. In_ this 
group a diagnosis of para influenza 1-3 
infection can be made, with the infect- 
ing type unspecified. It should be em- 
phasized that the CF procedure is a 
sensitive technic for the diagnosis of 
severe illness associated with para in- 
fluenza 1 infection: 
an underestimation of para influenza | 
infection does not occur. 

Heterotypic para influenza 3 CF re- 
sponses following para influenza 1 in- 
fection appeared to be related to the 
occurrence of previous Type 3 experi- 
Such Type 
} responses probably represent develop- 
ment of antibody to a shared antigenic 
component or to shared antigenic com- 


in these instances 


ence. as shown in Table 10. 


ponents by individuals who have had 
previous experience with this antigen 
or these antigens during a prior Type 


infection. Studies now in progress 
involving serial infection of animals 


with various para influenza viruses have 
vielded results which are consistent with 


this interpretation." 


Summary 


An evaluation of the hemagglutination 


inhibition and neutralization technics 
revealed them to be sensitive serologic 
procedures for the diagnosis of infection 
influenza 1 and 3. viruses. 
Complement fixation proved to be a sen- 
sitive method for serodiagnosis of para 


influenza 3 infection but not for para 


by para 
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Ct 
Para Para Para 
Influenza 3 Both Influenza 1 Influenza 3 
Int Total Viruses Only Only 
] 17 3 5 9 
36 39 l 0 38 


influenza 1 infection unless the asso- 


ciated illness was of a severe nature 
Etiologic diagnosis by serologic means 
was hampered by the occurrence of 
heterotypic responses, which were more 
commonly observed following para in- 
fluenza | infection. Of the two methods 
examined for such heterotypic responses. 
the hemagglutination inhibition technic 
was preferable to the complement-fixa- 
tion procedure, since the latter test 
tended to underestimate the occurrence 
influenza 1 and to 
overestimate para influenza 3 infection. 
In view of the 20 per cent heterotypic 
rate observed in the hemag- 


of para infection 


response 


glutination inhibition test, it would ap- 


pear that specific etiologic diagnosis 
can best be established by virus iso- 
lation. 


Table 10—Effect of Previous Experience 
with Para Influenza 3 Virus upon De- 
velopment of Heterotypic CF Antibody 
to this Agent Following Para Influenza 
Infection 


Para Influenza 3, 
H-I Antibody 
Present Prior to 
Para Influenza | 
Infection 


Yes No 
Para influenza 3 
CF antibody rise Yes ll l 
following para 
influenza | infec- 
tion No 13 14 
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Things Haven't Changed Much Since 1904—Demand Has 
Gone Far Beyond the Supply 


To secure health for those he loves or for himself is a most vital matter in the 
life of any man. Next to eternal life is the desire to be free from disease. All 
pleasure is defeated by pain . .. The restless ambitions of Americans, the haste 
with which they eat, walk, drive, and sleep make our people especially subject to all 
ills the flesh can hold. The Chinese idea that we should pay the physician only 
while he keeps us well is obtaining so far as to put thousands of doctors into 
salaried positions to study and to put in force preventive methods . . . In the prac- 
tice of medicine the demand has gone far beyond the supply. 


(Russert H. Conwert, The New Day. Griffith & Rowland, Philadelphia, 1904.) 
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Can preserved erythrocytes be used for routine diagnostic testing? This 


study endeavors to answer the question. According to the authors, 


tests show that this is quite possible, and they recommend 


further trials in routine laboratory situations. 


A STUDY ON THE DETECTION AND SPECIFICITY OF 
ANTIBODIES TO SHIGELLA FLEXNERI TYPES 

USING PRESERVED POLYSACCHARIDE- 

SENSITIZED HUMAN ERYTHROCYTES 


Viola Mae Young, Ph.D.: Harriette C. Gillem, 


M.D., D.Sc. 


INCE the introduction by Flick! in 

1948, of preserved erythrocytes for 
the study of influenza A virus hemag- 
glutinating ‘activity, various modifica- 
tions and applications have appeared in 
the literature. Cole and Farrell* over- 
came the spontaneous agglutination of 
the formalinized red blood cells encoun- 
tered by Flick by dispersing the cells in 
a Waring blendor for 60 minutes. Pro- 
tein antigens were then coupled to the 
preserved cells by the use of tetrazotized 
benzidine. Later McKenna® treated the 
preserved erythrocytes of Flick’ with 
tannic acid to enable them to absorb 
albumin and_ bovine 
gamma globulin. He still encountered 
some spontaneous agglutination. Cox* 
modified the formalin method to enable 
the use of preserved sheep erythrocytes 
for the titration of heterophile antibodies 
in infectious mononucleosis. Feeley, et 
al.* adopted the preservation method of 
Cox. which eliminated much of the 
hemolysis and spontaneous agglutina- 
tion, to prepare red blood cells for the 
hemagglutination _ test. 


bovine serum 


enterobacterial 


M.S.; Eugene D. Massey: and Hinton J. Baker 


The cells were sensitized with pathogenic 
Escherichia coli, Shigella flexneri, and 
Salmonella antigens, and remained 
stable for several months. Sieburth® 
used the same method for stabilizing 
standardized sensitized chicken erythro- 
cytes for the Salmonella indirect hemag- 
glutination test. 

The advantages of stable erythrocytes 
which can be used over a long period 
of time, either readily available for sen- 
sitizing with fresh antigen preparations. 
or previously sensitized with one or 
more antigens for routine serum testing, 
are obvious. The present study was un- 
dertaken to determine the applicability 
of this technic to routine use in clinical 
laboratories for the detection of a rise in 
titer in hacillary 


antibody cases of 


dysentery. 


Method 


Essentially the method used for prep- 
aration of the preserved human erythro- 
cytes (PHE) was the same as that em- 
ployed by Feeley, et al..°. except that 
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triethanolamine buffered saline (TBS)? 
was substituted for phosphate buffered 
saline. The technic consists of the fol- 
lowing: human, outdated group O Rh 
negative blood in acid citrate dextrose 
solution as preserved by the Red Cross 
was diluted in half with TBS which had 
been filtered for sterility. To 100 ml of 
the resulting diluted cells was added 40 
ml of formaldehyde which had been 
made isotonic with an equal quantity of 
twice concentrated TBS. The cell sus- 
pension was then incubated for two 
hours in a 37° C water bath and swirled 
every 15 minutes to insure thorough 
mixing. The erythrocytes turned brown 
during this period. The browned eryth- 
rocytes were centrifuged, washed four 
times with TBS, sedi- 
mented, and decanted over three 48 hour 
intervals. A 10 per cent suspension was 
then made in TBS to which 0.3 per cent 
formalin had been added as a preserva- 
tive. This suspension was kept at 4° C 
throughout the period of study. 

Preparation of the polysaccharide ex- 
tracts used to sensitize the PHE has 
been described elsewhere.* Briefly, this 
consisted of heating smooth, agar grown 
saline suspensions of the bacteria to- 
gether with an equal quantity of 0.1 N 
NaOH at 100° C for 70 minutes. The 
material was then cooled, adjusted to 
pH 7.0, dialyzed, centrifuged, and the 
supernate Seitz filtered. The extract 
was carefully standardized with hyper- 
immune rabbit antiserum to determine 
the lowest concentration giving a high 
stable titer. 

Single polysaccharide sensitized cells 
were prepared in the following manner. 
The formalinized red cell suspension was 
washed three times in TBS and resus- 
pended to make a 10 per cent suspen- 
sion. This suspension was then added 
to an equal amount of polysaccharide ex- 
tract which had already been diluted to 
its optimum reactive capacity as deter- 
mined by standardization. The mixture 
was placed in a 37° C water bath for a 


resuspended, 
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two hour sensitization period, the cells 
washed again three times in TBS and 
resuspended to make a 1 per cent cell 
suspension in the same buffer to which 
0.3 per cent formalin had been added. 
This stock of preserved sensitized human 
erythrocytes (PSHE) was stored at 4° C 
and used without further alterations or 
washing for the six month testing 
period. 

PHE were also simultaneously sensi- 
tized® with polysaccharide antigens by 
exposing the washed 10 per cent for- 
malinized cell suspension to an equal 
quantity of five different polysaccharide 
extracts. The polysaccharide solutions 
were prepared so that each was in its 
appropriate concentration for optimum 
sensitization. 

Fresh human erythrocytes (FHE) 
were sensitized in the same way as the 
formalinized cells except that the fresh 
blood was preserved in Alsever’s solu- 


tion’? and no formalin was added 
throughout the process. 
Hemagglutination (HA) tests with 


both FHE and PHE were carried out 
in serial (twofold) dilutions of the 
hyperimmune rabbit antiserums and pa- 
tient’s serums. Equal amounts of cell 
suspensions and diluted serums were in- 
cubated for two hours in the 37° C water 
bath. The readings to determine serum 
antibodies, however, were carried out 
differently for the two types of cells. In 
tests performed with fresh cells the pat- 
tern formed by the clumped cells was 
noted, but the tubes were then tapped 
lightly and only those tubes showing 
complete agglutination of all the red 
blood cells was regarded as positive. 
The cells preserved by formalin do not 
have sufficient binding power to retain 
their adherence when tapped, so these 
tests were read by pattern only. Parallel 
readings made of, the fresh blood cell 
tests to compare titer end points read by 
pattern and by complete clumping of the 
cells showed but little variation, so this 
latter procedure which had long been 
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Table 1—Six-Month Evaluation of Single and Polyvalent Sensitized Preserved Human 
Erythrocytes 


Shigella flexneri HA Reactions 


Antiserum é “Ib la 4b 


Polysaccharide 

antigen la Pv* lb ta Py } 
Januery 20,4807 10,240 2,560 2,560 10,240 2560 2, 5,1: 
February 10,240 1,280 1.280 =62.560 1,280 5 


April 10.240 5,120 2560 2560 2560 2560 2, 10,240 
May 10.240 10.240 2560 2,560 10.240 10,240 2, 5,120 
June 10.240 10.240 5,120 2560 5,120 5,120 : 5,120 


* Pv = polyvalent. 


+t Keciprocal of the highest serum dilution yielding a definitive pattern 


in use in our laboratory was retained. 
Also, parallel tests had been set up to 
determine the optimum incubation time 
and temperature for the HA test using 
PHE and Shigella polysaccharide ex- 
tracts. Feeley, et al..° recommended 
that the HA tests be incubated for 30 
minutes at room temperature. Readings 
of our tests at 30 minutes gave end 
points ranging from identical to three 
tubes lower than those at two hours. 
Furthermore, the cells had not all settled 
by the 30 minute period, thereby ren- 
dering the reading by pattern more dif_i- 
cult. Temperature seemed even more 
critical than time. A very few of the 
titers obtained by incubation at room 
temperature were the same as those ob- 
tained by incubation at 37° C, but most 
were from two to six tubes lower. Opti- 
mum conditions for the present HA 
studies were, therefore, incubation for 
two hours at 37° C. It should be noted 
that it is unnecessary to inactivate 
serums that will be tested with PHE 
since such cells are not subject to hemo- 
lysis. 


Results and Discussion 


The methods described above were 
employed to determine HA titers ob- 
tained with single polysaccharide sensi- 
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tized preserved cells as compared with 
titers obtained when such cells were 
simultaneously sensitized with polysac- 
charide antigens prepared from Sh. 
flexneri la. lb. 4a, and 5. Both single 
and polyvalent sensitized cells were 
tested for stability for a period of six 
months. Table 1 shows the results of 
the six month evaluation using hyper- 
immune rabbit antiserum for the testing. 
It can be seen that while slight varia- 
tions occur there are no real differences 
in titer between tests run with single 
and polyvalent sensitized cells. Also the 
titers obtained in January and June 
usually are identical or show a one tube 
variation. In only one instance was a 
two tube difference seen. Flick' found 
that erythrocytes preserved by his 
method of formalin treatment were use- 
ful for a period of two years. It is 
probable that the PSHE prepared ac- 
cording to Feeley’s method’ could also 
be used for considerably longer than six 
months. 

After the stability of the preserved 
erythrocytes was established, the next 
step was to determine their utility in 
the serology of actual cases of bacillary 
dysentery. Serums from an epidemic of 
Sh. flexneri 6 provided the opportunity 
for such an evaluation. The results are 
recorded in Table 2. Comparative 
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agglutination and HA tests had been 
carried out previously on these serums. 
In those instances where ‘sufficient 
serums still remained for testing, the 
which had been sensitized six 
months before with polysaccharide ex- 
tracts from Sh. flexneri 6 were used for 
HA tests. As previously reported, the 
agglutination tests gave very poor results 
while the HA tests gave high titers." 
No real difference could be detected be- 
tween the original fresh erythrocyte HA 
test and the HA test using preserved 
erythrocytes six months old. 

To further verify the results obtained 
with the Sh. flexneri 6 patients, five 
serums from children with sporadic in- 
fection of Sh. flexneri 3 were tested. 
These are shown in Table 3. The ob- 
served variation in titer is minimal with 
the exception of the acute phase serum 
of patient No. 2. This shows that rare 
differences can occur. 

While much is known about the com- 
mon constitutents of some of the Sh. 
flexneri polysaccharides,’* and while the 


cells 


cross agglutination reactions of these 
strains in hyperimmune antiserums are 
well established,’* the homologous and 
heterologous hemagglutinin response to 
Sh. flexneri infections in patients re- 
mained to be determined. Such studies 
were carried out on serums from a Sh. 
flexneri 6 patient, using HA antigens 
prepared from Sh. flexneri types 1b, 2a, 
3, and 4a, all of which are reported to 
give cross-agglutination __reactions.* 
Antibody response to the homologous 
strain Sh. flexneri was also tested. The 
results are given in Table 4. The only 
one of the strains which did not show a 
rise in antibody titer is Sh. flexneri 2a 
which retained a titer of 32. Sh. 
flexneri types 3 and 4a both showed a 
two tube rise in hemagglutinin titer, the 
lb a three tube rise. The homologous 
Sh. flexneri 6 strain stimulated a four 
tube rise which was not a great deal 
higher than the others, but does reach a 
significant level. It is obvious that the 
specificity of the HA test for strains 


within the Sh. flexneri group is not 


Table 2—Serological Studies of Patient Serums Obtained from an Epidemic of Shigella 


flexneri 6 


Pt. Acute Serum Titers 


Convalescent Serum Titers 


No. Agglutination FSHE 


PSHE 


FSHE PSHE 


Agglutination 


128 
0 


1] - 32 


64 16 
0 0 
0* 


256 


Test not done; serum not available. 
FSHE= Fresh sensitized human erythrocytes. 
PSHE = Preserved sensitized human erythrocytes. 


* Second 2 


convalescent serum drawn on patient No. 2. 
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‘ 
1 || 256 
ae 2 0 256 256 
128* 128* 
3 0 0 0 
0 64 64 
a 5 0 1,024 2.048 64 1,024 512 
‘a 6 0 32 32 0 128 128 
ues 7 0 1,024 1,024 16 1,024 — 
0 128 256 512 1,024 
ae 9 0 0 0 0 128 128 
a 10 0 0 an 0 1,024 1,024 
Ae 128 0 64 128 


Table 3—Serological Studies of Patient 
Serums Obtained from Sporadic Cases 
of Shigella flexneri 3* 


Hemagglutination 
Patient Titers 
No. Serum FSHE PSHE 


Convalescent 512 128 
Acute 32 256 
Convalescentt 256 256 
Acute 16 32 
Convalescent 256 256 


* Obtained from Children’s Hospital, Washington, D. C. 

+ Convalescent serums were drawn ten days after the 
acute serums. 

FSHE= Fresh sensitized human erythrocytes. 

PSHE = Preserved sensitized human erythrocytes. 


Table 4—Homologous and Heterologous 
Hemagglutinin Response to Shigella 
flexneri Types in a Patient with 
Shigella flexneri 6 Infection 


Types of Hemagglutination Titers 
Shigella 
flexneri HA 
Antigen 


Convalescent 
Acute Serum Serum 
(September 12) (September 22) 


lb 128 


2a 32 
3 64 
ta 256 
6 64 


strong. This may be explained by the 
identical polysaccharide  constitutents 
among the Sh. flexneri serotypes.’ 

As previously stated, to establish end 
points of the HA titer when fresh red 
blood cells are only complete 
agglutination of all the cells is regarded 
as positive. The PHE tests, on the other 
hand, are read by pattern. Figure | 
presents parallel tests using the two types 
of cells in which the first two tubes are 
positive; the third tube of each is a + 
reading (considered a negative reac- 
tion). The fresh erythrocytes gave a 
positive pattern in this third tube, but 
agitation revealed incomplete clumping. 
The last two tubes of each series are 


used, 


negative. It is apparent from this illus- 
tration that more experience is required 
to read the tests with preserved cells ac- 
curately. The next three illustrations 
(Figures 2, 3, and 4) are shown to de- 
pict more clearly those features on which 
the end point reading is based in the 
PSHE hemagglutination test. Figure 2 
shows a positive test and corresponds to 
the second tube in the preceding illustra- 
tion. The next one (Figure 3) shows a 
+ reaction with its early stage in the 
formation of the typical negative 
“doughnut.” Figure 4 shows the fully 
developed negative “doughnut” ring. It 
should be mentioned that patient serums 
tend to give less easily read end points 
than the hyperimmune rabbit anti- 
serums, but with experience in the use 
of this method the results are reproduci- 


ble. 


Figure 1—Hemagglutination Tests with: 
A. Fresh Human Erythrocytes (FHE) 
B. Preserved Human Erythrocytes 
(PHE) 
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Figure 2—Hemagglutination with Pre- 
served Human Erythrocytes: Positive 
Reaction 


Figure 3—Hemagglutination with Pre- 
served Human Erythrocytes: Plus- 
Minus Reactions (Read as Negative) 


Figure 4—Hemagglutination with Pre- 
served Human Erythrocytes: Negative 
Reaction 
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The enterobacterial hemagglutination 
test has been established as affording an 
accurate and sensitive test for the de- 
tection of antibodies. For example, in 
the outbreak of Shigellosis reported by 
Sochard, et al.'! not a single case would 
have been diagnosed on the basis of 
agglutinin response, whereas every in- 
dividual showed a prompt rise in he- 
magglutinins to a high titer. Neter' 
has reviewed this subject in detail. With 
the advent of formalin preserved cells 
new vistas in the utilization of the HA 
test have opened. PHE afford a simple, 
lasting source of cells wherever the 
supply would be difficult to obtain. They 
will last for many months in a sensitized 
or unsensitized state. The potential for 
their use in smaller or field laboratories 
is very large.. It would be possible for 
centrally located laboratories to prepare 
large volumes of preserved sensitized 
carefully standardized cells for small or 
field laboratories. In consequence, the 
results over long periods of time would 
become more uniform. The smaller 
laboratories would simply have to add 
the proper serum dilutions without in- 
activation to run an effective test. We 
strongly recommend that this test be 
given extensive trials under the condi- 
tions stated. 


Summary 


Studies were presented in which for- 
malinized erythrocytes (PHE) sensitized 
with single or multiple polysaccharide 
antigens were tested for stability over a 
period of six months. No real differ- 
ences or diminution of titer could be 
detected. Comparative HA tests with 
fresh and preserved cells carried out on 
serums from patients with bacillary 
dysentery gave the same results. The 
sensitivity and stability of this test, to- 
gether with the obvious advantages it 
affords, make it worthy of extensive trial 
for widespread use as a routine diag- 
nostic test. 
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Public Health ls Where People Are 


In August. the Tuberculosis Control Service of the San Diego Department of 
Public Health installed an x-ray machine in the San Diego County Jail to screen 
all new prisoners for unsuspected active tuberculosis. 

In the first 27 days of operation, 1.253 x-rays were taken. Three persons who 
were unaware that they had the disease were found to have tuberculosis: One had 
a minimal case; one was moderately advanced; one was far advanced. All three 
prisoners are now hospitalized and are receiving medical treatment. 

The health department expects that “every 400 to 500 jail x-rays will find a 
person with tuberculosis. Normally, a case is found in our population at large in 
every 5.000 to 8,000 chest x-rays.” 
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A study over a year of two private-home wells indicated that season of the 


year is a major factor controlling bacterial content of the water. 


Further analyses of 2,417 wells corroborated the finding, 


and the authors discuss the various factors that might 


bring about this situation. 


SEASONAL COLIFORM VARIATIONS 


IN WELL WATERS 


RK. A. Voelker: H. Heukelekian: and H. E. Orford, Dr.Eng. 


ACTERIOLOGICAL evaluation of private- 

home well waters is often based on 
only one standard examination of a 
50 ml portion with, when requested, a 
corroborative analysis shortly thereafter. 
If. however, the bacterial count of a well 
varied significantly during a year, the 
results of a standard examination would 
he valid only for the time of examina- 
tion. Whether such variations actually 
do occur was investigated in the year- 
long bacteriological analysis of two 
private-home wells reported here. In 
another approach to the same question, a 
statistical study of bacterial tests of more 
than two thousand private wells in New 
Jersey over a period of 11 years is also 
reported. 


Experimental 


Two types of wells representing two 
different homes, two types of aquifers, 
and a_ previously 
tamination in the standard 50 ml bae- 
teriological analysis were selected. One, 
a dug well north of Milltown, N. J.. in an 
unconsolidated clayey sand, was 20 feet 
deep and 314 feet in diameter. The well 
had a loosely fitting concrete cover with 
a vent pipe and a brick lining mortared 


demonstrated con- 
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to a depth of eight feet. The water level 
generally ranged about five feet below 
the surface. The ground surface sloped 
gently downwards to a cesspool 20 feet 
away, with a dry well for kitchen wastes 
an additional 20 feet away. 

The second, a drilled well in a red 
shale formation, in Middlebush, N. J., 
was 175 feet deep, with a water level 
ranging around 40 feet below the sur- 
face. The six-inch casing pipe, open 
at the top, projected seven inches above 
the bottom of a sump in the cellar. For 
the first three months of the test a septic 
tank and leaching system were operated 
50 feet to the east on the other side of 
the house, after which a new leaching 
system beginning 50 feet to the west of 
the well was used. 

Bacteriological analyses of samples 
from each of the wells were made bi- 
weekly for a year, with five tubes in 
each of at least four dilutions to deter- 
mine the Most Probable Number of coli- 
forms, both presumptive and confirmed; 
about 25 per cent of the values were 
secured using three separate series of 
five tubes each. Elevations of ground 
water level in each well were also taken 
biweekly; temperature readings were re- 
corded daily; and rainfall data were 
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Figure 1—A and B Separate Biweekly (July to July) Coliform Counts in Dug and 
Drilled Wells, Respectively: C and D Two Week Moving Averages of Coliform 
Counts in Dug and Drilled Wells, Respectively 


secured from the Weather Station of 
the New Jersey State Agricutural Ex- 
New Brunswick, 
some two and five miles away, respec- 
tively, from Milltown and Middlebush. 

In a second phase of this study a 
statistical analysis was made of the rec- 
ords of 2,417 samples of well waters 
mailed to the Department of Sanitation 
(January, 1940, to December, 1950) by 


periment Station at 


1874 


private owners for standard bacterio- 
logical analysis (five separate ten-ml 
portions carried to confirmation ). 


Results 


Variations in MPN of Two Wells 
A total of 217 bacterial counts (Most 


“Probable Numbers) for the two wells 


were plotted (Figure 1A and 1B) by day 
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of year, to a logarithmic scale. (The 
numbers used in the figures throughout 
this report represent the number of 
organisms found in the brilliant green 
confirmed test for coliforms.) The rela- 
tive inaccuracy inherent in MPN de- 
terminations may account in part for the 
jagged character of the curve over short- 
time intervals, but the extreme range of 
the MPN values for one year (0 to 
180,000 per 100 ml for the dug well and 
0 to 90,000 per 100 ml for the drilled 
well) far exceeds any deviation possible 
in the laboratory. Since each of the two 
wells, different both in type and in 
nature of aquifer, exhibited within one 
year the identical phenomenon of ex- 
treme change in coliform population, it 
is not unreasonable to expect that any 
single well will normally, over a period 
of time, similarly exhibit a wide range 
in number of coliforms, and to conclude 
that it is clearly unwise to accept or 
condemn a well on the basis of a single 
analysis or even a series of analyses 
taken within a short-time interval. 
Figure 1C and 1D also shows, for dug 
and drilled wells, respectively, the MPN 
variations by a four-sample moving aver- 
age. Plotted against the midpoint of the 
extreme dates is the geometric average 
of four successive samples, then the geo- 
metric average of the last three of these 
four samples and the following sample 


and so forth. These moving averages 


represent two-week intervals (biweekly 
analyses). 


It was found by trial that 
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this procedure best minimizes individual 
scatter yet adequately represents short- 
term influences. Figure 1C and 1D 
shows a basic trend of slow change for 
both wells, with peaks of varying magni- 
tude and duration. This pattern of 
change is one of high coliform counts in 
the summer, averaging as much as 1,000 
MPN per 100 ml, followed by a slow 
but steady decrease to a period, center- 
ing around January, with minimum 
counts as low as zero. Then in turn 
there follows a slow and steady climb to 
the following July reaching approxi- 
mately the count of the previous year in 
the same month. The coliform counts 
represented by the peaks in the curve 
vary in duration from two weeks to a 
month or even longer. Their absolute 
magnitudes will vary widely, and it will 
take as much time for them to return 
to the basic trend as it did for them 
to reach a peak. 

To indicate more clearly the quality 
of the basic trend, the series of values 
below which the wells never dropped 
(Figure 1) are plotted in Figure 2 to 
show an estimate of pattern of bacterial 
number variation. 

It is suggested that the coliform con- 
tent of any well may be expected to 
follow the basic trend with season shown 
in Figure 2. Only the absolute magni- 
tude of bacterial numbers would vary 
about the average yearly level. For the 
dug well this average level was 60 


MPN per 100 ml and for the drilled 


DECEMBER, 1960 


5 T T T T T T T T T 
= 
o 
2 
z 2+ A. DUG WELL “a 
DRILLED 

te 
ad 


Figure 2—Basic Counts of Coliform Bacteria 
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Figure 3—Percentage of Coliform Free Wells in New Jersey: Well Samples by Month 


well, 52 MPN. However, if other wells 
had even higher base levels, due to such 
factors as geological formation, constant 
contamination, or inferior protection at 
the surface, their counts might never 
reach reasonably low levels. On_ the 
other hand, an excellently situated and 
constructed well might have a low base 
coliform level, and even always show 
zero by the standard test of 50 mi. 
Nonetheless, it might be postulated that 
with larger volumes of sample it could 
show coliforms at some seasons of the 
year, even if at a very low absolute 
MPN. Every well may be expected, in 
terms of this study, to exhibit a varia- 
tion around this basic value with the 
seasons of the year. 


Seasonal Variations in 2,417 Wells 


Corroborative evidence that this 


count general one was 
found in the study of routine bac- 
teriological analyses of waters from 
2.417 private wells collected from 1940- 
1950 throughout the state of New 
Jersey. In these analyses the wells 


pattern is a 


were grouped on the basis of the month 
analyzed. The per cent of completely 
coliform-free wells (not showing a posi- 
tive gas indication on even one of the 
five ten-ml portions in the confirmed 
test) in each of the 12 groups is shown 
in Figure 3. 

Geologic source and type of well are 
two other factors of primary significance 
in the bacteriological character of well 
water. For this reason a preliminary 
study of the 2,417 wells was made by 
grouping the wells within each month 
by major geologic province and major 
type with 80 items in each group. These 
preliminary computations showed the 
pattern of variation by months to be 
consistently identical, regardless of the 
geologic factor or of well type; and that 
dug-well types range more widely about 
their mean bacteriological performance 
than do the stable drilled-well 
types (Figure 1). In fact, throughout 
the entire study, wherever distinctions 
appeared in any characteristic, the dug- 
well type was found to exhibit higher 
variability than the drilled-well type. 

To investigate the possibility of an 


more 
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over-riding year-by-year variation (Fig- 
ure 3 disregards the year in which the 
analysis was made), subsidiary studies 
in which the wells were grouped accord- 
ing to year analyses were made. Whether 
by well type or in total wells, separate 
yearly values were found to fluctuate 
much less than did the values by 
months. For the series of 12 monthly 
values the standard deviation was 14 
percentage points, whereas for the series 
of yearly percentages, it was only four 
percentage points, 

Further studies by analysis of vari- 
ance computations, using a three-month 


seasonal grouping for each of the 11 


years, established an actual ratio of the 
variances of the seasonal means to the 
experimental scatter of 24.2, whereas 
that of the yearly means was 0.7. At 
95 per cent confidence levels, the ratios 
of F values were then 8.3 and 0.3, re- 
spectively. Statistically, when the ratio 
of the actual F to the theoretically limit- 
ing F is greater than one, a significant 
effect is indicated; when the ratios are 
less than one, no significance is indi- 
cated. It is safe to conclude, therefore, 
that a significant difference in bacterial 
quality by seasons does exist. It seems 
equally well established, however, that 
yearly variations, to the contrary, are 
not critical. 

For the sample sizes and absolute 
percentage values represented in Figure 
3, a difference of ten percentage points 
between two separate values is statisti- 
cally significant at a 95 per cent level 
The total range of about 
10 percentage points, together with the 
regular character of the pattern of as- 
cending and descending values makes 
amply clear the importance of season 
of the year as one of the primary factors 
affecting bacterial quality. 

The independent nature of the data 
available in the New Jersey survey to 
corroborate the data of the survey of the 
two individual wells is interestingly em- 
phasized by noting that the quality 


of confidence. 
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under study was different in the two 
cases. In one case it was the presence 
or absence of coliforms as measured in 
a 50-ml sample, in the other it was a 
direct Most Probable Number count. To 
relate the New Jersey data to the pre- 
viously count 
peculiar to an individual well, it is 
noted that the probabilities are that, 
with large enough samples for each 
month from the total group of 2.400 
wells, a sample will be secured for that 
month. which is numerically typical in 
its relation to the separate samples of 
each of the other 11 months. The 12 
resulting percentages will then be com- 
parable to those which would have been 
obtained if the same set of wells had 
been sampled every month of the 12- 
month period. In both studies, there- 
fore. there is agreement in the conclu- 
sion that the bacterial quality of well 
waters will exhibit important variations 
with the season of the year. Specifically, 
the early months of the year were those 
of consistently highest quality, and 
August and September those of the 
poorest. There was a pattern of drop 
in quality over the May and June 
period, and one of balancing increase 
in quality in the last months of the year. 


suggested base level 


Correlation of Bacterial Numbers with 
Temperature 


Figure 4 presents maximum and mini- 
mum air temperatures (3 inches above 
surface) and the soil temperature (24 
inches below surface) and Figure 5 pre- 
sents the rainfall data obtained from the 
Rutgers Weather Station. A_ visual 
comparison of the temperature trends 
with the coliform counts in Figure 2 
suggests a very high order of correla- 
tion. This could be established by an 
evaluation of the sample correlation 
coefficient r. Correlations of the MPN 
values in logarithmic form (Figure 2) 
computed for five-day intervals and 
temperatures for corresponding days 
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Figure 4—Air and Ground Temperature at New Brunswick, N. J. 


(Figure 4) resulted for dug and drilled 
wells, respectively, in a r of 0.90 and 
0.90 for ground temperatures 24 inches 
below the surface and 0.86 and 0.88 for 
air temperatures 3 inches above the 
surface. Statistically the maximum pos- 
sible absolute value of r is 1.0, and 
since at 95 per cent confidence the 
lower limiting value of r is 0.23 with 
70 items, there is clearly a strong rela- 
tionship between bacterial numbers and 
temperature. 

But there may be objections to any 
simple imputation of a direct relation- 
ship. For example, the annual range of 
ground temperatures decreases rapidly 
in the first few feet below the surface 
and then tends to level off. The annual 
range at 30 feet depth will usually be 
less than one degree Fahrenheit. At 
the depths of the two wells studied, the 
ground water temperatures, therefore, 
will vary over a year less than do those 
closer to the surface. Additional perti- 
nent information consists of biweekly 
readings of tap water temperatures. 
Around the yearly averages of 58 and 
61 degrees Fahre nheit for the two wells, 
the total annual ranges varied only ten 
and five degrees, respectively. Although 
there are some yearly variations in the 
ground water itself. which will- follow 
qualitatively those near the surface, it 
can be expected that the relatively 
narrow range about the absolute magni- 


tude of temperature to which the organ- 
isms are subjected underground makes 
questionable any assumption of an im- 
portant degree of differential bacterial 
inhibition operating within the water 
itself throughout the year. 

Possibly a more promising explana- 
tion of the basic trend is the suggestion 
that while the death rate of the coli- 
forms may be fairly constant below the 
surface in the ground-water itself, there 
will be a variation throughout the year 
in the concentrations of bacterial con- 
tamination entering the aquifer. Within 
the water entering the aquifer from the 
surface or otherwise, bacterial numbers 
may be higher during the more favor- 
able environment of the warmer months. 
Then, even with a constant subsequent 
death rate, the absolute numbers of 
organisms remaining will be higher. 

Whether or not such an explanation 
will suffice, there seems to be no ques- 
tion of the existence of a gross factor. 
varying in effect throughout the year 
and related either directly or indirectly 
to temperature, which is equally opera- 
tive on all wells. 


Short-Term Coliform Peaks 
In Figure 1 the dug well typically 
gave evidence of many peaks, including 


some of relatively major extent, perhaps 
five major and six minor peaks, 
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whereas the drilled well held more 
closely to the basic trend with only two 
major and possibly four minor peaks 
readily distinguishable. There are in- 
dications that this secondary effect 
builds up slowly over a period of one or 
two weeks before maximum counts are 
reached; and, that subsequently, the 
number of organisms decreases at an 
equal—or sometimes slower—rate. Peaks 
can be interpreted as the result of a 
factor or factors that can cause an influx 
or a development of bacterial contam- 
ination: for example, water percolating 
into the ground water zone could carry 
surface pollution downwards and pro- 
duce an influx of bacterial contamina- 
tion. Even superficially it is clear that 
departures from the long-term basic 
trend are in the form of peaks rather 
than valleys. If valleys did exist they 
could be interpreted as evidence of the 
existence of factors which significantly 
inhibit or destroy the organisms over 
short periods of time, or possibly a 
simple dilution effect which would lower 
the coliform count per unit volume and 
be particularly applicable during a re- 
charge of ground water by rainfall. 


Effects of Rainfall and Water Levels 
in the Wells 


Figure 5 shows rainfall readings dur- 
ing the year, and Figure 6 biweekly 
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readings of water levels in the dug and 
the drilled wells. Water levels and rain- 
fall both showed a sharp drop on the 
first of September, which required one 
month to reach its lowest point; another 
month was required for recovery. There 
followed a plateau of high ground water 
level starting in November, and continu- 
ing at a relatively stable level until the 
beginning of the next June, to be suc- 
ceeded by a fairly constant lower level 
during July and August. 

These long-term trends, particularly 
during the six-month high plateau 
period, were broken into by peaks and 
depressions, defined very sharply even 
though not necessarily of considerable 
magnitude. Not only were the long- 
term trends of the two individual wells 
markedly similar, but at numerous 
points there was a striking identity of 
the minor fluctuations, and clear evi- 
dence of direct response in the wells to 
all rainfall. 

By sliding the tracing of the bar 
graph of rainfall over the graphs show- 
ing water levels, it was established that 
during the period of long-term lowering 
of the water level it required some three 
days for rainfall to show an effect, and 
five days before all of the percolating 
water had reached the ground water 
reservoir. On the other hand, as soon 
as better stabilization at the high plateau 
of water level had been reached, there 
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Figure 5—Rainfall at New Brunswick, N. J. 
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Figure 6—Separate Biweekly Water Levels 


was almost no time lag between the 
rainfall and its influence on the satu- 
rated reservoir of ground water, and the 
completion of its absorption required 
only about two days. 

A comparison, for each well, of 
ground water peaks (Figure 6) and 
magnitude of MPN for the same date 
(Figure 1) with MPN values for ad- 
joining dates. and of declines to stable 
water level with MPN values for the 
same date resulted in the following coli- 
form count changes for 52 cases of 
water level fluctuation: out of 17 rises 
in coliform count, there were 12 rises 
in water level and five drops; out of 16 
drops in coliform count, there were 
seven rises and nine drops in water 
level: in 19 instances there were ten 
rises and nine drops in water level, and 
with no corresponding extreme changes 
in coliform count. In the remaining 33 
cases, however. there were 21 (well 
above simple probability), corroborat- 
ing the theory that the introduction of 


surface water tended to raise bacterial 
numbers, or, conversely, that numbers 
would decrease as no fresh charges of 
rain entered and as the water level 
correspondingly dropped. On the other 
hand, there is evidence against the 
theory that dilution could be a factor. 
If dilution were a factor, there would 
be a disproportionate number of com- 
binations of water peaks with bacterial 
drops and of water drops with bacterial 
peaks. In fact, however, only 12 such 
cases are below the number that would 
occur by simple chance alone. 

Although the nature of the data avail- 
able for the study of the secondary coli- 
form peaks necessitates caution in sug- 
gesting conclusions, there is evidence in 
the above-normal identity in simul- 
taneous peaks or in simultaneous drops 
of water level and coliform density to 
suggest the importance of surface water 
contamination. There is some evidence 
against the theory of dilution as a 
factor in bacterial quality of wells. 
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The present data on secondary coli- 
form peaks hopefully will justify further, 
more intensive experiments with sam- 
pling at least every 24 hours, and pos- 
sibly with firmer bacterial counts ob- 
tained by means of the millipore filter 
technic. Such experiments would have 
to be carried along for only a short 
length of time if one accepts the more 
strongly validated conclusions offered 
here of the existence of a basic seasonal 
variation of coliforms in well waters. 


Summary and Conclusions 


A year’s study of each of two private 
home wells. one dug and one drilled, 
and in different geological formations, 
indicate that season of year is a major 
factor controlling the number of bac- 


MPN values for coli- 


teria in a well. 


forms, ranging from 0 to 90,000 per 100 
ml or more, followed basically a regular 


trend. High counts were typical of the 
warmer months, with counts decreasing 
through the fall to minimum values 


about January, followed by a steady 
climb through the spring. 

Apparently there is direct relation- 
ship of bacterial numbers with air 
temperature. Studies of bacteriological 
analyses of 2,417 wells throuzhout New 
Jersey corroborated this seasonal phe- 
nomenon. By seasons a total range of 
10 percentage points difference in coli- 
form-free wells was found, but from 
year to year no statistically significant 
variations in average yearly bacterial 
quality were found. 

Short-term secondary peaks of coli- 
form numbers were typical for the dug 
well and the drilled well. There is some 
evidence that the effect of rainfall on 
well water levels in the wells is related 
to the number of coliforms in the well. 
Some evidence to support the theory 
that percolation of rain will cause an 
influx of surface bacterial contamination 
was found, but there was no support 
in the data available for the theory that 
rainfall can improve bacterial quality 
by a dilution effect. 


Mr. Voelker is chairman, Department of Engineering, Antioch College. 
Yellow Springs, Ohio: Mr. Heukelekian is chairman, and Dr. Orford is pro- 
fessor, Department of Sanitation, Rutgers University, New Brunswick, N. J. 

This study is a paper of the Journal Series, New Jersey Agricultural Experi- 


ment Station, Rutgers University. 
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Eleven health textbooks used widely in high schools were studied as to 


whether the readers found them easy or difficult. Some are too easy, 


some too difficult, none made provision for growth in reading 


ability. The authors discuss the implications for 


school health education. 


THE READABILITY OF MODERN HIGH SCHOOL 


HEALTH TEXTS 


Howard Hoyman,. Ed.D... F.A.P.H.A., and Aubrey C. McTaggart, M.S. 


W!: ARE becoming increasingly aware 
of the importance of fitting the 
health text to the needs, interests, and 
learning abilities of high school boys 
and girls. We should not bore good 
students with a health text that is too 
easy to be challenging. Nor should we 
assign to average or poor students a 
text that is too difficult for them to read 
with interest and understanding. We 
assume that high school students can 
read faster. study more effectively, re- 
member longer, understand and apply 
better, and enjoy the health text more 
when it is readable than when it is not. 

The problem of gearing the health 
text to the student is complicated by the 
marked differences in reading ability of 
students in the same high school grade. 
In a typical high school health class the 
students will often 
grades or more in their reading ability. 


range over five 


Some of the poor students can handle 
little more than the type of prose found 
in comic, pulp, and slick fiction maga- 
zines. Some of the superior students can 
read intelligently articles in magazines 
such as Harper's, the Atlantic Monthly, 
and some of the scientific and scholarly 
magazines. 


We need more accurate knowledge of 
the reading difficulty levels of high 
school health texts if these marked dif- 
ferences in reading ability are to be 
taken more fully into account in modern 
health teaching. 


Research Methods Used 


No research studies using modern 
multiple-factor readability yardsticks to 
determine the reading difficulty of high 
school health texts had been reported 
prior to 1953. Taylor.’ Hanson,* and 
Zaharko.* made the first pilot studies, 
under the supervision of the senior 
author when they were graduate students 
in health education at the University 
of Illinois. These studies indicated that 
some widely used high school health 
texts were probably too difficult for 
average and poor readers while others 
were probably too easy for superior 
students. 

The study reported here was con- 
ducted primarily to test the reading 
difficulty levels of: (1) new editions of 
texts previously tested by Taylor in 
1953, and (2) new health texts. Eleven 


widely used high school health texts, 
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dated from 1954 to 1959, were tested 
for grade level of reading difficulty. 
Fifteen 100-word random samples were 
selected from each text. A _ table of 
random numbers‘ was used to determine 
the pages in each text from which the 
samples were taken. The samples were 
taken from testable material only—de- ° 
fined as paragraphed material in the 
body of the text and in the summaries 
at the end of chapters. The first 100- 
word sample of testable material on each 
randomly selected page was tested. 

The reading difficulty level of each 
health text was determined by use of 
the revised (1948) Flesch Reading Ease 
formula.’ Briefly stated, the Flesch 
formula is based upon two factors: (1) 
the average sentence length in words, 
and (2) the average word length—ex- 
pressed as the number of syllables per 
100 words. For each text the average 
sentence length and the average word 
length were computed on the basis of all 
15 random samples combined. To 
simplify computation, the Farr-Jenkins 
Tables® were used to find the Flesch 
Reading Ease score for each text. 

The reading ease score was then in- 


terpreted by using the Flesch Reading 
Ease Scale, as outlined in Table 1.7 For 
example, Text H was found to have an 
average sentence length of 16 words, 
and an average word length (syllables 
per 100 words) of 163, with a Flesch 
Reading Ease score of 52.70. Tables 
1 and 2 show that Text H was rated as 
fairly difficult with an estimated 10th 
to 12th grade level of reading difficulty. 


Reliability and Validity of the Fiesch 


Formula 


The two kinds of reliability important 
for readability measurement, using 
multiple-factor yardsticks such as the 
Flesch formula, are analyst and sam- 
pling reliability. Hayes, Jenkins, and 
Walker* report high analyst-to-analyst 
reliability (objectivity) for the revised 
(1948) Flesch Reading Ease formula. 
They compared experienced with in- 
experienced analysts and got average 
correlations of 0.99 for word length, 
0.92 for sentence length, and 0.97 for 
the Flesch Reading Ease scores. To date 
no studies have been published on sam- 
pling reliability as related to the revised 


Table 1—Flesch Reading Ease Scale* 


Reading 
Ease 
Score 


Description 
of Style 


Typical 
Magazine 


Syllables Average 
per 100 Sentence 


Words Length Grade 


Comics 
Pulp fiction 


Very easy 

Easy 

Fairly easy 

Standard 
nonfiction 


Fairly difficult 


Difficult 


Very difficult 


Slick fiction 
Digests, Time, Mass 


Harper's, Atlantic 


Academic, scholarly 


Scientific, professional 


5th 
6th 
7th 


123 
131 
139 


8th and 9th 
10th to 12th 
(high 
school) 
13th to 16th 
(college) 
College 
graduate 


147 
155 


167 


192 


* Adapted from Flesch, R. 
pp. 6, 43.) 


How to Test Readability. 
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(Used by courtesy Harper and Brothers, New York, 1951, 


ig 
=... 
_ 90 to 100 8 
80 to 90 ll 
70 to 80 14 
ie 60 to 70 
17 
21 
0 to 30 29 
4 


Table 2—Flesch Reading Ease Indexes of Health Texts in Rank 


Rank Text 
H 
Cc 
E 


Vie 


68.09 
73.34 


Limited 
checking carried out at the University 


Flesch Reading Ease formula. 


of Illinois in this study, and the earlier 
studies by Taylor, Hanson, and Zaharko. 
indicates that 15 random samples will 
give a_ reliable measure of the reading 
difficulty level of a high school health 
text. However, we need more reliable 
evidence on the error that can be ex- 
pected from a different number of ran- 
dom samples per text, so that more ob- 
jectively based inferences can be made 
on the best compromise between length 
of time spent in testing and consistency 
of scores obtained. 

A good discussion of the validity of 
the revised (1948) Flesch Reading Ease 
formula is contained in a recent publi- 
cation by Chall.° Flesch designed the 
formula to predict the relative difficulty 
of written material and the reading 
ability necessary for the reader to read 
and understand it. He has published 
an excellent article explaining the scien- 
tific derivation of his revised reading 
ease yardstick.'” Essentially it measures 
length as a determinant of reading diffi- 
culty the 
words the harder the material is to read. 
It is based on the tested passages in the 


longer the sentences and 


MeCall-Crabbs Standard Test Lessons in 


Reading."' The multiple correlation 


Order 


Description Grade 
of Style Level 


Fairly difficult 10-12 
Fairly difficult 10-12 
Fairly difficult 10-12 
Fairly difficult 10-12 
Fairly difficult 10-12 


Standard 8- 
Standard 8- 
Standard 8- 
Standard 8- 
Standard 8- 
Fairly easy 


coefficient of the reading ease formula 
with comprehension scores on the 
McCall-Crabbs reading tests is 0.70. 
This gives a prediction efficiency of 
about 30 per cent, which is high by re- 
search standards in the area of read- 
ability."* Even though the Flesch 
formula is a valid measure of reading 
difficulty, it is at best only a rough 
measure of readability. According to 
Chall,!* the predicted readability in- 
dexes on individual passages and books 
can be expected to have an average pre- 
diction error of about one grade. when 
modern multiple-factor readability yard- 
sticks (such as the Flesch Reading Ease 
formula) are used. 


Reading Difficulty of the Health Texts 


Table 2 shows that the 11 high school 
health texts have reading difficulty levels 
with a maximum range from grade 7 to 
grade 12. One text tested as fairly easy. 
or grade 7: five texts tested as standard 
(average) difficulty, or grades 8 to 9; 
and five tested as fairly difficult, or 
grades 10 to 12. 
difference in reading difficulty of about 
four or five grades between Texts B 


There is a probable 


and H. 
The significance of the mean differ- 
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ences in reading ease scores for the 11 
texts, as a group, was tested by using 
Edwards’ formulas (16.1 and 16.4) for 
analysis of variance.'* The F ratio was 
1.29. The tabled value for an F ratio 
with 10 and 154 degrees of freedom is 
about 1.89, at the 5 per cent level of 
confidence, so the obtained F ratio was 
significant. The null hypothesis—that 


the 165 passages tested were random . 


samples from the same population—was 
rejected. In other words, the over-all 
differences in the reading ease score of 
the 11 texts cannot be accounted for on 
the basis of random sampling fluctua- 
tions alone. 

This does not mean, of course, that 
the Flesch score for each health text 
differed significantly from the score of 
each of the others. A formula developed 
by Lindquist’? was used to determine 
how great the difference between any 
two health texts had to be before the 
difference was statistically significant. 
This critical difference was 8.76, at the 
5 per cent level of confidence. For ex- 
ample, Text H (Table 2) with a reading 
ease score of 52.70 differed significantly 
from any other text with a score of 61.46 
or higher (52.704 8.76=61.16). Text 


Table 3—The Range of Variation 


B with a reading ease score of 73.34 
differed significantly from any other text 
with a score of 64.58 or lower (73.34 — 
76=614.58). Twenty significant dif- 
ierences in reading ease scores were 
found out of the 55 possible paired com- 
binations of health texts. 

The reading ease score for a text pro- 
vides useful information, but it does 
not tell the whole story. Many different 
grade levels of reading difficulty were 
found in each health text, as shown in 
Table 3. For instance, all of the texts 
contained passages at the college level 
of reading difficulty (grades 13 to 16). 
as well as some that tested at grade 7, 
or lower. 

Table 4 shows the reading difficulty 
levels of the 165 random samples tested 
from the 11 texts. About 53 per cent 
tested at grade 9, or lower. with about 31 
per cent at grade 7, or lower. Approxi- 
mately 47 per cent tested at grade 10. 
or higher. About 21 per cent, or one 
out of five passages, tested at grades 13 
to 16, or the college level of reading 
difficulty. 

Table 5 shows the reading ease scores 
of six new editions of health texts 
previously tested by Taylor in 1953. 


in Grade Levels of Reading Difficulty 


for the Eleven Texts in Rank Order 


Maximum 


Range of Range of Number of 
Random Flesch Grade Grade Levels 


Samples Ir 


idexes Levels Represented 


4-92 5-16 


38-80 


40-85 
418-85 


31-71 


33-79 
43-79 
30-73 


39-72 
30-79 
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47-74 


Pexts 
G 15 6-16 11 
15 6-16 il 
J 15 6-16 
15 7-16 10 
. ( 15 7-16 10 
15 7-16 10 
E 15 7-16 10 
F 15 7-16 10 
H 15 7-16 10 
am K 15 7-16 10 
ie 1885 


Table 4—Reading Difficulty Levels of All Samples from the Eleven Text- 
books 


Number 
Flesch Reading Description of Percentage of 
Ease Score Grade Level of Style Samples Total 


0- 29 College Very 0 0.00 
graduate difficult 


13-16 Difficult 
(College) 


30- 


50- 59 10-12 Fairly 44 26.67 
difficult 


8- 9 


Standard 


Fairly 
easy 


80- 89 6 Easy 10 6.06 
Very easy 1 0.60 


90-100 


Totals 165 100.00 


The significance of the mean differences The following passages _ illustrate 
was tested by using Edwards’ formulas health reading material with various 
(13.9 and 13.10) for the t test..° Text grade levels of reading difficulty: 

B is the only one that shows a signifi- 
cant mean difference in the reading ease 
scores of the two editions, at the 5 per 
cent level of confidence. The 1957 


Passage |: Reading Diffculty Level, Grade 7 

(Average sentence length=29 words. Aver- 
age word length (syllables per 100 words) = 
117. Flesch Reading Ease score = 78, or grade 


edition of Text B was several grades 7.) 
lower in reading difficulty than the 1952 7, your mother and father the day you were 


edition. The newer editions of Texts born seems just a short time ago, but to you 
C. FE, G, and H all test as fairly difficult. it seems as if there could never have been 
or grades 10 to 12. a time when you did not exist. It is hard 
to realize that there was a time when you 
could not breathe, feel, see, hear. and think 


Progression in Reading Difficulty for yourself. 
For 9 months before the day of your birth, 
Apparently, none of the 11 health however, you grew inside your mother’s body 


in her womb and you could do none of these 


texts were based upon a reading pro- 
things for yourself. 


gression from easier material at the first 
to more difficult material toward the end Passage 2: Reading Difficulty Level, Grades 8 
of the text. This point is illustrated in to 9 


Figure 1. showing the lack of a read- (Average sentence length=18 words. Aver- 
ing progression in Text F. One might age word length (syllables per 100 words) = 


146. Fic ch Reading Ease score = 66, or grades 
expect some sort of progression in read- 1 g ) 


ing difficulty to allow for student growth : ' 

‘ li : bility th h i il | Your vacation may be upset by the common 
in reading ability throughout the schoo pest, poison ivy and its cousins, the tree-like 
semester or year. 


poison sumac and the bushy poison oak. 
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The best way to escape discomfort is to avoid 
the plants. Leaves of both the ivy and the 
oak come in threes, are about three inches 
leng, green in summer, red in fall, and 
shiny from their oil. Poison sumac has 7 
to 13 leaves and drooping ciusters of small 
white berries through the year. 

The oil is what causes the trouble. When 
this sap touches the skin, usually through 
breaking or bruising the plant, a characteris- 
tic rash occurs in most people (though some 
can handle the plant without harm). So 
many people develop a severe skin eruption 
when exposed that the condition is seldom 
thought of as an allergy. However, about 
one person in five is not subject to ivy 
poisoning. 


Passage 3: Reading Difficulty Level, Grades 10 
to 12 


(Average sentence length=31 words. Aver- 
age word length (syllables per 100 words) 
141. Flesch Reading Ease score=56, or 
grades 10 to 12.) 


The dental profession warns parents that the 
prevention of decay, and the correction of 
decay, is as important for the primary teeth 
as it is for the secondary teeth. A perma- 
nent tooth, like any other structure which 
must last a long tims and give good service, 
must have an adequate foundation in the 
jaw. When the primary teeth are retained 
until the usual time for loss, they help the 
jaw to expand normally so as to accom- 


modate the permanent teeth when they are 
ready to erupt. If a primary tooth is lost too 
soon through decay, the jaw may not ex- 
pand as it should, and the bud of the 
permanent tooth, which develops beneath 
the root of the primary tooth, may be in- 
jured, 


Passage 4: Reading Difficulty Level, Grades 13 
to 16 


(Average sentence length=21 words. Aver- 
age word length (syllables per 100 words) = 
180. Flesch Reading Ease score =33, or col- 
lege level, grades 13 to 16.) 


The terms “germs,” “viruses,” “bacteria,” and 
“microorganisms” have all been used to 
denote bacteria. The first two terms have 
other meanings, however, and their use as 
synonyms for “bacteria” should be dis- 
couraged. 

Bacteria occupy a position midway between 
the animal kingdom and vegetable kingdom, 
possessing some of the characteristics of 
each but not all of the characteristics of 
either. Like the simplest algae of the plant 
kingdom, they have no definite nucleus and 
they reproduce by splitting in two. On the 
other hand, many of them resemble the 
protozoa of the animal kingdom in spore 
formation and in the possession of flagella 
as organs of locomotion. From the physio- 
logical standpoint, bacteria resemble the 
fungi and are usually classed with them in 
the vegetable kingdom. 


Table 5—Comparison of the Reading Difficulty Levels of Two Editions of the Same 
Health Text 


Mean Interpreta- 


tion (5% 
level) 


Flesch Grade Differ- 
Indexes Level ence 


Flesch Grade 
Date Indexes Level 


1952 54. 10-12 73.34 18.88 Significant 
Not 
significant 
Not 
significant 
Not 
significant 
Not 
significant 
Not 
significant 


1949 56. 10-12 54.22 


1950 13-16 54.56 


1952 59.47 


1952 52.70 


1950 64.54 


DECEMBER, 1960 


} 
— 
ape 
a | 
Sant Text Date df t 
B 
E 
G 
1887 


College 
Sraducte 


Average Fiesch Reading 
Ease Score of Text: 63 


Reading Eose Score 
of Sompies 


RANDOM SAMPLES 


Figure 1—Reading Difficulty Levels of 15 Random Samples from Text “F” 


Passage 5: Reading Difficulty Level, College 
Graduate 


\verage tence length =26 words. Aver 
age word length (syllables per 100 words) 
196 Flesch Reading Fase score 15. or col- 
ege graduate level.) 

Diagnosis of trichinosis is difheult. The early 
ymptoms of nausea, vomiting, abdominal 
pain and diarrhea frequently are mistaken 
for symptoms of influenza, acute inflamma- 
tion of the kidney. chronic rheumatic fever. 
food poisoning, infantile paralysis, typhoid 
fever, tuberculosis or any of several other 
diseases 
lief diagnostic aids for the physic ian in 
studying suspected cases of trichinosis are 

tests of the blood for a condition called 
eosinophilia, meaning an increase of certain 
white blood cells: a skin test and a blood 
serum test, (by the complement fixation 
method or by precipitation) and a micro- 
scopic study of small samples of muscle 
biopsy? for the presence of trichinae. 


The passages cited above were all 
taken from public health pamphlets used 
as supplementary reference material in 
high school health classes in a mid- 
western state. 


Summary and Conclusions 


Eleven widely used high school health 
texts were tested for reading difhc ulty 
using the revised (1918) Flesch Read- 
ing Ease formula. Statistical formulas 
were used to test the significance of the 
mean differences, at the 5 per cent level 


of confidence. 


In general the findings agree with the 


pilot studies by Taylor, Hanson. and 
Zaharko and indicate that: 


1. Some widely used modern high school 
health texts are probably too difficult for aver- 
age, below average, and poor readers to use 
effectively—especially when these texts are 
used in ninth grade health classes. 

2. Other widely used modern high school 
health texts are probably too easy for above 
average and superior readers—especially when 
these texts are used in health classes at the 
tenth grade, or higher. 

3. Apparently, most new editions of modern 
high school health texts tend to have reading 
difficulty levels that are substantially the same 
as the previous edition. 

4. None of the texts studied appear to be 
based upon a reading difficulty progression 
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from less difficult material at the first of the 
book to more difficult material toward the 
end. Apparently, no provision has been made 
for student growth in reading ability through- 
out the school semester or year. 

5. A single required health text for all stu- 
dents in a given high school grade or class is 
apt to mean that the text will be too easy for 
some boys and girls and too difficult for others. 


One possibility would be to discon- 
tinue the widespread practice of having 
a single required health text for all stu- 
dents in a given class or grade. Multiple- 
textbook adoptions could then be made, 
so that several health texts with different 
grade levels of reading difficulty could 
be selected and used. Another possi- 
bility would be to reorganize high school 
health classes on the basis of homo- 
geneous grouping so that health texts 
could be selected to fit the reading and 
learning ability of students in a given 
class. 

A health text is a compendium of 
knowledge that ordinarily does not in- 
vite or permit easy student reading. 
Sometimes one gets the impression that 
the health text is written more for the 
teachers than for the students. At best 
the health text is a tool to help a stu- 
dent study, understand, remember, and 
apply health facts and principles to his 
daily life. At worst it either bores him 
to death because it is too easy to be 
challenging, or else it is so difficult that 
he cannot comprehend and apply what 
is in it. So let us try to do a better 


job of fitting the health text to the high 
school student. Otherwise, he may be 
like Brer Rabbit, in the Uncle Remus 
story, who could read writin’, but he 
could not read readin’. 
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The problems posed by addition of proteins and amino acids to foods is 


discussed in this article. The author points out the need for proper 


labeling of foods so as to give the consumer necessary and 


meaningful information. 


PROTEIN AND AMINO ACID ADDITIONS TO FOODS 


O. L. Kline, Ph.D. 


Ww" THE discovery of new facts 
and relationships one looks imme- 
diately to the application of the findings 
to the problems of human disease, or 
one proceeds to develop new hypotheses 
that are subject to further testing. The 
speculation indulged in during this 
process is properly a part of the scien- 
tific method, and such suggestions and 
proposals are discussed within, and for 
the benefit of, the scientific community. 
Thus it is unfortunate when specula- 
tion concerning the application of scien- 
tific findings, particularly in the field of 
public health, is prematurely presented 
to a lay public unequipped to understand 
the background or limitation of such 
projection. It is particularly unfortunate, 
and may result in serious consequences, 
when such speculation becomes a part 
of the labeling and advertising of our 
foods and drugs. It is with this in 
mind that we look at the protein 
problem. 

Protein is a dietary constituent long 
known to be essential in nutrition. What 
has caused a renewal of interest and 
a renewed emphasis on protein needs 
among nutrition-conscious people? What 
is behind the recent propaganda of the 
need for increased protein in sickness 
and health. for the young and the 
aged, for pregnant and lactating women, 
and most particularly for those who 
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would attempt to reduce their body 
weight ? 

Increased activity among protein 
chemists followed the development of 
more precise and more feasible methods 
for measuring the amino acid composi- 
tion of proteins. Furthermore, studies 
of amino acid requirements rather than 
of protein as such have given us new 
information and a better understanding 
of protein quality and protein inter- 
relationships as well as more precise 
data on over-all requirements. Exten- 
sive study of protein malnutrition in 
many parts of the world has added to 
the interest in this subject. It is not 
surprising, therefore, that speculation 
on the public health application of these 
findings in this country has provided 
a basis for popular articles in our maga- 
zines, and in newspaper and television 
advertising extolling the virtues of the 
newly discovered values. Through these 
media, the American public has _be- 
come all too conscious of the words 
“protein.” “high protein.” and “high- 
quality protein”—words involving con- 
cepts and interrelationships of which the 
ordinary purchaser has little under- 
standing. 

A brief review of our knowledge of 
protein nutrition will serve to remind 
us of the complexities with which we 


are dealing. Most of our foods contain 


VOL. 50, NO. 12, A.J.P.H. 


he 
te 
: 
i 
4 
4 
a 
Py 


protein in some amount, with animal 
sources generally regarded as superior 
in this respect. The principal function 
of protein in the body is to furnish 
amino acids in adequate amounts and 
in a proper balance for the manufacture 
of the many different body proteins 
needed for tissue growth and mainte- 
nance, for enzyme function, or for 
glandular secretions. The proteins of our 
foods contain 22 or more amino acids 
and the pattern of their appearance in 
a protein determines its characteristics. 
Proteins are digested in the gastrointes- 
tinal tract by a series of enzyme re- 
actions, releasing the amino acids that 
are then absorbed into the bloodstream. 
The most useful protein from a nutritive 
standpoint, that is, the protein of highest 
quality or greatest biological value, is 
one supplying amino acids in propor- 
tions most closely simulating the patterns 
of the body proteins. Eight of the 
amino acids are regarded as “essential.” 
since they cannot be formed from pro- 
tein nitrogen in the metabolic processes. 
The remainder of the 22, termed dis- 
pensable, are transformed one to another 
to maintain a body pool capable of 
supplying the demands for tissue syn- 
thesis of proteins. Thus the biological 
value of a food protein depends largely 
upon its content and proportion of the 
essential amino acids. 

The catabolism of protein is dynamic 
and continuous, with the end product 
excreted as urea. This waste is replaced 
by continuous synthesis. Although it 
has been estimated that the adult hu- 
man being synthesizes as much as three 
grams of protein per kilogram of body 
weight each day, only 10 per cent of 
this amount is wasted, and protein re- 
placement is accomplished with an in- 
take of approximately one-third of a 
gram per kilogram of body weight per 
day of a high-quality protein. One 
may readily calculate, then, that an 
adult man of average weight (70 kilo- 
grams, or 154 pounds) may satisfy his 
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total requirement with an intake each 
day of 22 grams of a complete protein. 
Few proteins, however, meet the speci- 
fication “complete.” The biological value 
of the protein of the ordinary dietary 
in this country is 75 to 80 per cent 
complete; therefore the protein require- 
ment of the 70-kilogram man may be 
satisfied with the daily ingestion of ap- 
proximately 30 grams of protein. 

Our food proteins vary greatly in 
their nutritional usefulness or biological 
value. In general, the cereal proteins 
are of lower biological value owing prin- 
cipally to a lack of the essential amino- 
acid lysine. Proteins from animal 
sources are of excellent quality because 
of their well-balanced pattern of the 
essential amino acids. They also have 
a supplementa-y value in that they can 
make up the essential amino acid short- 
age of the cereal proteins, providing a 
mixture that is equal to the meat, milk, 
or egg protein itself. The striking ex- 
ception, of course, is gelatin, which is 
devoid of the essential amino acid tryp- 
tophane. It is quite apparent, then, 
that a well-balanced diet, because of 
its supplementary values, will provide 
a protein mixture that has an amino 
acid pattern very close to that required 
by the body for complete utilization. . 

It has been said that protein malnu- 
trition is the most important and wide- 
spread deficiency in the world today. 
This refers, obviously, to the world out- 
side the boundaries of the United States. 
In this country the principal evidence 
of malnutrition is overweight, which 
affects more than a third of our popu- 
lation. Protein malnutrition has been 
studied as the cause of the disease 
kwashiorkor, primarily a disease of 
small children occurring in Central and 
South America, in much of Africa, and 
in India and the Far East. The avail- 
ability of experimental amounts of pure 
amino acids, in conjunction with ade- 
quate supplies of specific proteins such 
as soy bean protein, casein, lactalbumin 


1891 


4 


and others, has provided a means of 
evaluating these substances in treatment 
of the disease. With more satisfactory 
knowledge of its cause, widespread mal- 
nutrition is being alleviated through the 
use of food combinations native to each 
country. combinations which provide a 
more adequate protein quality. 

In Mexico and the Central American 
countries a mixture of seed meals such 
as corn meal, sorghum and cotton-seed 
meal, with small additions of dehydrated 
leaf meal and dried yeast. has been 
found as effective as animal protein in 
the treatment of severely affected chil- 
dren. This mixture is produced locally 
at a cost of two cents a day per child, in 
contrast to a cost of 20 cents for a quart 
of milk. 

In the United States the picture is 
quite different. The Food and Nutrition 
Board of the National Research Council. 
in its table of Recommended Dietary 
Allowances, recommends a protein in- 
take of one gram per kilogram of body 
weight. or 70 grams for the average man 
weighing 154 pounds. In a_ recent 
nationwide dietary survey. the Institute 
of Home Economics of the U.S. Depart- 
ment of Agriculture learned that house- 
hold food supplies provide more than 
100 grams of protein per person daily. 
Only 8 per cent of the family diets 
surveyed provided less than the NRC's 
recommended allowances. which are in 
liberal excess of the calculated minimum 
needs. In these low-income families a 
detailed study of the diets of a num- 
ber of women showed a protein intake 
of 40 grams per day. which provided 
a liberal margin of safety for the essen- 
tial amino acids. The margin was least 
for tryptophane but four times the re- 
quirement for lysine. 

In light of these facts, we in the 
Food and Drug Administration have 
been concerned with the marked com- 
mercial trend which emphasizes the 
protein content and quality of a num- 
ber of food products. Particular attempts 


are being made to improve the protein 
quality of cereal foods to make them 
the equivalent of milk, meat and eggs. 
Just as amino acids are widely used 
to supplement the cereal protein of 
animal feeds, lysine has appeared re- 
cently as an ingredient of some break- 
fast cereals. Special breads containing 
added milk proteins, wheat gluten, soy 
protein or lysine are commonly found 
on grocers’ shelves. In the Food and 
Drug Administration laboratories a 
number of specialty breads were studied. 
each represented in one way or another 
as a superior source of protein. They 
were found to vary widely both in quan- 
tity and quality of protein. In some 
of these breads the increase in nitrogen 
content above that of ordinary white 
bread was insignificant. In one bread. 
having a doubled nitrogen content. the 
protein quality was lower than that of 
ordinary white bread. Some of the 
breads studied were significantly im- 
proved. The labels of these specialty 
breads gave no indication of the value 
of the protein supplementation. 

Under the regulations of the Food, 
Drug. and Cosmetic Act that relate spe- 
cifically to protein foods. the manu- 
facturer is required to state on the label 
only the protein content of a food in 
terms of per cent. The consumer, sub- 
jected as he is to a barrage of adver- 
tising that emphasizes the importance of 
protein in his diet, is totally unable to 
evaluate from the required label infor- 
mation the nutritional contribution he 
may expect from the product he has 
heen induced to buy. Here is an area 
in which the layman is particularly 
dependent upon the completeness of label 
information and upon the clarity of its 
presentation—if he is to understand the 
value to be derived from a product and 
if he is to make the intelligent choice 
that will fit his particular needs. 

It is not difficult to believe that label- 
ing and advertising of some of the 
special protein food products contain 
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implications that are likely to be mis- 
leading, if not actually untrue. Any 
suggestion that the diet of the average 
person in the United States does not 
provide adequate protein is in this cate- 
gory. A subtle implication inherent in 
the “protein bread” advertising is that 
enriched white bread is nutritionally 
inferior. 

Congress recognized the necessity for 
completely informative labeling in the 
area of nutritional claims and included 
in the Food, Drug. and Cosmetic Act 
the provision that “a food shall be 
deemed to be misbranded if it purports 
to be, or is represented for special 
dietary uses, unless its label bears such 
information concerning its vitamin. min- 
eral, and other dietary properties as the 
Secretary determines to be. and by 
regulations prescribes as, necessary in 
order fully to inform purchasers as to 
its value for such uses.” This language 
leaves little room for speculation on the 
part of the regulatory official as to what 
is expected of him. He must determine. 
with the aid of the most competent 
available authority, exactly what infor- 
mation consumers should have readily 
available to them on the label in order 
to make possible an accurate evaluation 
of the nutritional benefit they may de- 
rive from the product. and he must draft 
regulations that will guide the manu- 
facturer in the design of a label that 
will accomplish this purpose. 

There are, at present, regulations pre- 
scribing that certain information be 
shown on the labeling of a food that 
is claimed to be a source of vitamins 
and minerals, but there are none that 
deal with the problems of labeling foods 
for which special dietary properties are 
claimed because they have been forti- 
fied with proteins or amino acids or 
both. Protein interrelationships make 
for a complexity not found with other 
nutrients. What kind of information 
will be meaningful to the purchaser? 
In those food products that make no 
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significant protein contribution it would 
seem that any reference to protein on 
the label constitutes a misleading im- 


* plication of benefit to the purchaser. 


For those products that significantly 
improve the dietary protein level, the 
enforcement official is faced with another 
dilemma. In a mixed diet of the kind 
generally consumed in the United States. 
the protein quality of any single food is 
influenced by the rest of the daily diet. 
and for practical purposes the protein 
quality of the entire meal is the only 
significant consideration. Shall he con- 
sider that label representations for pro- 
tein need only refer to quantity and 
that statements about the protein quality 
of any individual product are meaning- 
less? Or must he maintain that the 
dietary pattern of each individual is 
not necessarily reflected in the national 
or regional averages of food utilization 
shown by dietary surveys? If the latter 
is the case. truthful and informative 
labeling with respect to protein should 
indicate the nutritional contribution that 
may be expected from any given product 
when consumed alone. 

It would seem that the consumer 
should have available information deal- 
ing with each possibility so that he can 
decide which fits his own personal situa- 
tion. If he knows that he or his chil- 
dren eat a well-balanced variety of foods 
every day, then his major concern is 
with the quantity of protein supplied 
by the product, since the factor of pro- 
tein quality becomes insignificant under 
conditions where supplementary effects 
are important. and there is no reason 
why he should pay a premium price 
for a product with an improved protein 
quality. However. if for some reason 
such as eating habits. child-feeding prob- 
lems, food idiosyncrasies or other medi- 
cal problem there is not the usual or 
desirable variety of food intake, then 
a product with increased protein quality 
as well as protein quantity may be 
desirable. It*is the function of the 
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label to provide the consumer with 
enough information to make the intel- 
ligent choice. 

It has been suggested thai the follow- 
ing type of label statement would inform 
the purchaser as to the protein value 
of a product offered for its protein con- 
tent: 

Eight ounces of this food contains 16 grams 
of protein which is fully utilized when [this 
product] is eaten as a part of a balanced diet 
containing meat, milk, and eggs. In _ the 

in the diet, 
eight ounces will supply four grams of usable 
protein. The daily allowance for protein is 


absence of other food proteins 


70 grams for the average adult, ete. 


Such a statement would inform the 
purchaser about the quality and quan- 
tity of the protein contained in the 
product and relate it to a desirable 
daily supply. It may be in the best 
interest of consumers generaliy to es- 


tablish by regulation under Section 
103(j) of the Food, Drug, and Cosmetic 
Act a requirement for informative label- 
ing of this kind. 

Too frequently we underestimate the 
importance of food labels as a medium 
of nutrition information to the general 
public. Informative labeling can be 
made a significant part of the program 
on nutrition education, in which the 
Food and Nutrition Section of the 
American Public Health Association has 
had an active part. Perhaps no other 
group is so well equipped by training 
and by vocation to keep up the guard 
against nutrition misinformation. Strong 
cooperation among all organizations con- 
cerned with public health protection 
and the public good is a continuing 
necessity to combat the fraud and 
quackery that serve only to undermine 
the public health. 


Dr. Kline is director, Division of Nutrition, Food and Drug Administration. 
Department of Health, Education, and Welfare, Washington, D. C. 

This paper was presented before a Joint Session of the Engineering and Sani- 
tation and the Food and Nutrition Sections of the American Public Health As- 
sociation at the Eighty-Seventh Annual Meeting in Atlantic City, N. J., October 
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Vitamins and Poison 


“Consider the metabolic quirk that makes a poison of folic acid. If a patient 
with pernicious anemia is given folic acid instead of vitamin By», his anemia is 


corrected, but the central nervous system changes continue to progress, in fact they 
may be accelerated. . . . It is easy to decide that the peevish old lady who com- 
plains of fatigue should be given a ‘tonic’ of some sort, perhaps vitamin pills. But 
wait a moment. Once in a while, the peevish old lady has pernicious anemia and 
because of the folic acid in her vitamin pills she may spend the rest of her life in- 
continent of urine and feces, fast in a wheelchair. . . . The problem is not a large 
one in terms of numbers but fortunately it is a problem that has a solution: omit 
the folic acid from multivitamin preparation.” (Wittiam H. Crossy: The Danger 


of Folic Acid in Multivitamin Preparations. 


Vilitary Medicine, April, 1960.) 
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There is a real manpower crisis in the health professions in the United 


States. What this means for mental health and illness is shown in 


the paper presented by Dr. Albee. The reader will find a 


good deal to think about in what the author says and 


in what he does not discuss. 


THE MANPOWER CRISIS IN MENTAL HEALTH 


George W. Albee, Ph.D. 


| HAVE HAD a discouraging feeling re- 
cently that the problem of mental 
disorder, estimated by the Joint Com- 
mission on Mental Illness and Health to 
be costing our nation some three billion 
dollars a year and an unmeasurable 
amount of suffering and heartache, had 
been returned once again to the familiar 
limbo where it is always sent with the 
excuse that there are social problems 
of higher priority. Yet the problems 
of mental disorder, and of our nation’s 
growing inability to provide competent 
professional help for those members of 
our society suffering from mental dis- 
order, simply refuse to disappear but, 
rather, show alarming signs of getting 
worse. 

* Actually, professional manpower needs 
in any field are largely a matter of 
balancing the aspirations of 
against its ability and willingness to pay 
for the realization of these aspirations. 
We are in the embarrassing position of 
being in the midst of a mental health 
movement without having enough com- 
petent professional people to provide 
the services the movement requires and 
with little or no prospect that we will 
he able to train enough of them to 
narrow the gap between aspiration and 
need for the foreseeable future. 


society 
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Elsewhere, I have dealt extensively 
with the indexes of manpower need in 
the mental health professions and of the 
poor prospects for achieving any im- 
provement in the number of available 
professional personnel.' Here will 
sketch a few of the most important indi- 
cations of the shortage of professional 
personnel in the mental health fields. 
The most serious understaffing exists, of 
course, in public mental hospitals, where 
most of the seriously disturbed mem- 
bers of society are housed, often with 
only simple custodial care. 

The American Psychiatric Associa- 
tion, after careful study, has made 
recommendations as to the minimum 
number of professional people necessary 
to provide adequate service to patients 
in mental institutions. These standards 
are not those necessary for the best care, 
but only for minimally adequate care. 

Registered nurses are in_ shortest 
supply—there are less than one-fifth the 
number that would be required for ade- 
quate staffing of the mental hospitals. 
There is one nurse for every four beds 
in general hospitals and one for every 
141 beds in psychiatric hospitals. 

Approximately one-third the number 
of social workers needed are on the job. 
Recently revision of the standards for 
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social workers has been discussed in 
light of their demonstrated competence 
to provide services other than those for 
which they were originally responsible. 
This would simply serve to make the 
shortage of social workers in our mental 
hospitals even more serious. 

Public mental hospitals have less than 
half the number of physicians that 
would be required for 
humane care. An additional problem. 
which I have discussed at length else- 
where,’ is the fact that a very large 
number of the physicians now employed 
in our public mental hospitals are 
foreign-trained and in many instances 
are therefore not fully prepared to offer 
the same kind of help as psychiatrists 
trained in this country. 

Our mental hospitals have approxi- 
mately two-thirds the number of psy- 
demanded by the APA 
although in this instance. 
again, consideration is being given to 
revision of standards in view of the 
demonstrated competence of psycholo- 
gists in new service and research areas 
standards originally 


competent, 


chologists 
standards, 


since the 
formulated. 

Let me hasten to say that our man- 
power need is not confined to public 
The needs in gen- 
eral hospitals and in mental health 
clinics are equally great. In the latter 
case, for example, | have shown that we 
would need 2,500 trained professionals 
immediately to bring all our states up to 
the very modest goal of one mental 
hygiene clinic for every 100,000 people. 
If we were to strive to achieve the goal 
of one clinic for every 25.000 people, a 
very modest aspiration in view of the 
demand, we see immediately the impos- 
sibility of solving the problem. To try 
to reach this goal by 1965 would require 
25,000 additional professional people. 
half of them in psychiatric social work 
and the other half divided between psy- 
chiatry and clinical psychology. There 
is no chance that these will be found. 


were 


mental institutions. 
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Space does not permit me to mention 
other areas of need for professional per- 
sonnel beyond the simple enumeration 
of a few: 750,000 children with ortho- 
pedic handicaps, 3,000,000 citizens with 


serious physical disabilities, 500.000 
blind or totally deaf citizens, and the 
growing incidence of crime and delin- 
quency, particularly among our young 
people. All these problems have mental 
health components and research is badly 
needed for prevention and alleviation. 
Although it is not possible here to 
discuss shortages of each of the mental 
health professions in detail, I shall com- 
ment briefly on manpower prospects in 
psychiatry since this field is of such 
vital importance to any planning about 
future mental health 
There has been a good deal of 


needs re- 
sources, 
talk recently about a phenomenal in- 
crease in the number of residents in 
training in psychiatry. Let us look 
carefully at the situation to see whether 
there is cause for optimism. 
we are told, there were about 2,700 psy- 
chiatric 
across the country. 


Last year. 


residents in training centers 
This sounds like a 
very large number, especially when we 
discover that at the beginning of this 
decade, in 1950, there were only some 
1.400 psychiatric residents in training. 
It seems that we have nearly doubled 
enrollment in residency programs. But 
at that time less than 10 per cent of 
these residents were graduates of foreign 
medical schools, while last year approxi- 
mately 40 per cent of these physicians 
were trained abroad. More than 1.000 
of the current psychiatric residents have 
received their medical training outside 
the United States. There is little or no 
increase in the number of residents 
from our own medical schools, 
from 
enough psychiatrists and we are not 
training them in sufficient numbers. nor 
in places where they are badly needed. 
Two-thirds of all the physicians now in 
training programs in state mental hos- 


We are a long way having 
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pitals, for example, received their medi- 
cal education abroad. In 11 states no 
one is being trained in psychiatry, and 
nine other states have less than ten 
physicians in psychiatric residency train- 
ing. New England and the Middle 
Atlantic States have nearly half of all 
psychiatric residents in training, al- 
though these states include only about 
a quarter of our population. Some 22 
states had no residents last year in their 
state hospital systems. 

Despite the apparent increase in the 
number of psychiatric residents, less 
than 700 are reported to be in their 
third year of training. Using the 
formula I have developed in detail else- 
where, I would predict that fewer than 
200 of these trained psychiatrists will be 
available for what we might call public 
psychiatry—that is to devote a major 
share of their time to nonprofit agencies 
and institutions. Equally gloomy figures 
could be cited for other mental health 
professions. 

Why are we in this position? Why 
is the nation that half the 
world’s wealth and has only 7 per cent 
of the world’s population unable to pro- 
vide essential services for her mentally 
disordered and emotionally disturbed 
citizens? Again. I suggest. it is a 
matter of public reluctance to give up 
one thing for another. There are many 
and complex reasons for this reluctance, 
of course. 

Our country’s population is growing 
more rapidly than is the output of our 
With a growth of 


controls 


professional schools. 
some 3,000,000 people a year the de- 
mand for professional services of all 
kinds, including mental health services. 


is outstripping available professional 
personnel. This is not a temporary 
situation. Population growth is di- 
rectly related to the number of women 
of child-bearing age (18-34 years of 
age for 85 per cent of babies born). 
This means that we can make fairly ac- 
curate predictions about future popula- 
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tion growth, at least over the next 20 
years. At present there are nearly 
20,000,000 young women in our popula- 
tion between the ages of 18 and 34. Ten 
years from now there will be an addi- 
tional 3,000,000 young women in this 
age range and 20 years from now there 
will be 12,000,000 more of these young 
women. This means that our society’s 
demand for professional services in 
mental health, as in other service fields, 
will continue to expand. 

At least two resulting characteristics 
of our population also affect specific 
mental health manpower demands. With 
the relatively high birth rate there is a 
sharp increase in the need for profes- 
sional people in such specialties as child 
psychiatry, pediatrics, school psy- 
chology, school social work, child 
guidance, recreation work, immunology, 
and so forth. At the same time, the 
lengthening life span of our population 
is resulting in an increase in the number 
of older persons requiring professional 
services. The mental health problems 
of the aged and the demand for trained 
personnel to meet these needs continues 
to expand. 

In this context, it is important to 
emphasize a serious problem in the 
utilization of available personnel. Pro- 
fessional work with children and with 
the aged, as well as with chronic condi- 
tions at all ages, jis apparently not 
attractive. Professional people in mental 
health, and in many other specialties, 
spend a disproportionate amount of their 
time with young and middle-aged adults. 
Professional people, being human, re- 
spond to the dominant values of our 
culture. There appears to be a relation- 
ship between the prestige of the profes- 
sional person and the prestige of his 
client. As children and elderly persons 
tend to be less prestigeful, and tend to 
be cared for by public agencies, there 
is less status in working with these 
groups. This means that there is a 
greater manpower shortage in these 
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fields than in the area of service to 
well-to-do middle-aged neurotics. 

[ shall mention one other problem 
affecting the availability of mental 
health manpower. This is the tendency 
of professional people to gravitate 
toward and to remain in urbanized 
areas. I mentioned a moment ago the 
disproportionate number of psychiatrists 
in training in the northeastern part of 
our country. Professional service in 
mental health, as in many other fields, 
is not equally available to all of our citi- 
zens. In my report for the Joint Com- 
mission | emphasized the relationship 
between the urbanization of an area and 
the availability of mental health per- 
sonnel. A good example here is the 
contrast between Connecticut and West 
Virginia. Both states have approxi- 
mately the same land area and ap- 
proximately the same population. But 
Connecticut has about eight and one- 
half times as many psychiatrists as West 
Virginia. While it is true that there are 
twice as many patients in mental! hos- 
pitals in Connecticut, it hardly seems 
probable that the remaining citizens 
need this disproportionate amount of 
psychiatric attention. It is not urbani- 
zation, of course, that is responsible for 
the concentration, but rather such fac- 
tors as the availability of education and 
training facilities, per-capita income, 
and sophistication and acceptance of 
the psychological approach to emotional 
disorders. Even within an urbanized 
region, professional services are not 
equally available, as the New Haven 
studies have shown so clearly. 

The presence of a training center is 
important to a region in recruiting and 
retaining professional people. Because 
the fields with which we are concerned 
require many years of preparation, stu- 
dents in these disciplines tend to estab- 
lish themselves in the area in which they 
receive their training. For example, 
there are four times as many psychiatric 
social workers in the states where there 


are social work schools with specialized 
training in psychiatric social work as 
there are in those states where no such 
training facilities exist. Another ex- 
ample: Some 90 per cent of the country’s 
analysts are in the dozen states in which 
psychoanalytic institutes are located and 
there are only 10 per cent of the psycho- 
analysts in the 38 states without training 
institutes. There is one analyst for 
every 124,000 people in states with in- 
stitutes, and one analyst for every 
1,262,000 people in the states without 
institutes. While neither ratio seems to 
offer much cause for optimism so far 
as manpower needs are concerned, the 
difference between the ratios does bear 
out the point | wanted to make. 

When are we going to begin to catch 
up with demand? I believe that if we 
make a genuine and widespread effort 
we may be able to hold our own but 
see little prospect that we will be able to 
catch up with the need. Our educa- 
tional system is not prepared to make a 
massive effort, and things are likely to 
get worse. 

With less than 10 per cent of new 
medical school graduates entering train- 
ing in psychiatry, even a sizable in- 
crease in the output of our medical 
schools would have little effect on the 
number of psychiatrists trained. Grad- 
uate programs in psychology and in 
social work have been through several 
lean years as a result of the sharp de- 
cline in the number of college graduates 
during the first half of this decade. This 
means that while enrollments now prom- 
ise to increase gradually, shortages of 
instructors and supervisors are wide- 
spread. 

While nursing is making rapid 
progress in terms of the number of 
people trained, only a very small per- 
centage of nurses decides on a career 
in psychiatric nursing, so that the im- 
provement in the number of nurses in 
proportion to the population does not 
affect the mental health field. Short- 
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ages of clergymen (in most denomina- 
tions), of occupational therapists, and 
of other highly trained personnel also 
exist. 

I shall now turn to manpower prob- 
lems throughout our educational sys- 
tem because here, I believe, we find 
the immediate cause of shortages in 
prospect in the professions. A few facts 
will give you a feeling for the dimen- 
sions of our educational crisis. Three 
years ago the Fund for the Advance- 
ment of Education reported that in 
order to maintain our present ratio of 
teachers to students in the elementary 
and secondary schools we would need to 
attract into the teaching profession half 
of the total of college graduates each 
year for ten years. We are far from 
attracting this large number of people 
into teaching, so that each year the 
shortage of qualified teachers increases. 

Last year we trained 11,000 physical 
education teachers and 3,000 mathe- 
matics teachers. Our future supply of 
football coaches is assured. More physi- 
cal education teachers were trained last 
year than the combined total for biology, 
mathematics, physics, chemistry, and 
foreign languages. This means that high 
school graduates arrive in college 
poorly prepared in the fields they would 
need to pursue to enter medicine, psy- 
chiatry, psychology, and the basic re- 
search disciplines on which most of our 
applied professional fields must be 
based. 

At a time when we are faced with 
rapidly rising college enrollments, the 
loss of qualified faculty members at the 
colleges and universities continues. It 
has been estimated that between 300,000 
and 400,000 faculty members must be 
found over the next 12 years to replace 
those who die, retire, or leave the field 
and to take care of increased enroll- 
ments. Currently fewer than 4.000 re- 
cipients of doctoral degrees enter aca- 
demic teaching each year so that there 
are simply not going to be enough com- 
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petent faculty people available to teach 
even those young people who are at- 
tracted to higher education. Current 
shortages of people for responsible 
teaching positions on the faculties of 
medical schools, graduate schools, and 
other professional schools are growing. 

One other factor deserves mention. 
Only about one-third of the brightest 
20 per cent of our young people now 
graduate from college. This means that 
we are losing two-thirds of all the bright. 
est youngsters who are most able to 
profit from higher education and most 
likely to be attracted into the sciences 
and professions. Whenever I read 
about the doubling of our college popu- 
lations over the next decade I realize 
what this means: Our higher educa- 
tional institutions are going to be so 
overtaxed that little or nothing will be 
done to encourage all these bright young 
people with high ability, but with in- 
suficient money or motivation, to go 
on for higher education. A complex 
civilization such as ours, with high as- 
pirations for the health and welfare of 
its citizens, must depend on_ highly 
trained and educated manpower. Our 
educational system is not going to supply 
this manpower and things are going to 
get worse before they get better. 

Are there, then, no hopeful aspects 
to the manpower picture? I cannot 
find very many. Theoretically, we 
could improve our utilization of avail- 
able personnel by finding ways to at- 
tract competent people to geographic 
areas now understaffed. We might also 
find ways of attracting trained person- 
nel to agencies and institutions where 
there is a more clear-cut need for their 
services. 

We are not likely to shorten required 
training periods. Times of manpower 
shortage are times when training pro- 
grams are lengthened rather than short- 
ened. Times of shortage are times when 
professions make gains and consolidate 
their positions. This is partly a response 
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to the concern over the use of poorly 
trained personnel, although I am sure 
you will agree there are other reasons. 

| want to emphasize problems of utili- 
zation once more before I close. I 
think most of us would agree that if we 
compared a list of priorities of need for 
professional services in mental health 
with a list of present professional ac- 
tivities, we would find many discrepan- 
cies. The outstanding example here 
would be the disproportionate amount 
of time spent with middle-aged’ neurot- 
ics as against the relatively little time 
spent on disturbed children and adoles- 
cents. We certainly know enough to be 
able to say with some confidence that 
it is both economically and morally 
sound to spend as much professional 
time as possible with children, where 
real progress can often be made and 
where future disorders can be prevented 
or alleviated. Yet the facts show that 


the greatest shortage of professional 
people is to be found in work with chil- 
dren. 

Finally, | would emphasize that over 
the long range our only hope is for re- 
search breakthroughs into the causes 
and prevention of mental disorder. We 
are on an endless treadmill of numbers 
and need unless we find ways of reduc- 
ing the number of people requiring 
mental health services by preventing 
these disorders before they appear. It 
may be that our only hope in this field 
is to concentrate our energies on the 
training of research personnel, even if 
this means a reduction in the number of 
practitioners we prepare and tempo- 
rarily, therefore, a graver shortage in the 
clinical field. 
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An example of association between hospitals in a metropolitan community 
and a home for the aged is presented in this article. The functions 
of the institutions are discussed, and the authors indicate 


some possible wider applications. 


THE UTILIZATION OF GENERAL HOSPITALS 
BY THE POPULATION OF A MODERN 
HOME FOR THE AGED 


Manuel Rodstein, M.D., and Fréderic D. Zeman, M.D. 


|e problem of the optimal relation- the older men and women residing in 
ship between the general hospital and _ the home. 

the modern home for the aged is one The policy of The Home for Aged and 
which has been the subject of active Infirm Hebrews is to function as an in- 
discussion in recent years.’* This has termediate medical facility serving areas 
involved such topics as the proper divi- of medical need not otherwise met by 
sion of functions, the desirability of — existing facilities. Our objective is to 
geographical proximity, the unity or provide comprehensive care for our 
autonomy of the administrative and aged men and women in accordance 


medical staffs. and the actual arrange- ~ with the highest standards of modern 
ments for interchange of patients. We practice, without performing’ medical 
do not believe that there is any one functions for which the general hospital 
formula which is applicable to the entire is designed and equipped, such as op- 
country. The possible solutions depend — erative surgery, surgical diagnostic pro- 
upon the size of the community, the age —_ cedures, roentgen therapy, and radioiso- 
distributions of its population, its finan- —_ tope diagnostic and therapeutic proce- 
cial resources, its geographical layout, dures. 
and on its medical facilities, as well as The Home for Aged and Infirm He- 
on the integration of medical and wel- brews is an autonomous institution func- 
fare agencies. tioning under its own board of trustees, 
Over the course of the past 80 years, | with administrative, medical, nursing, 


The Home for Aged and Infirm Hebrews social service, and dietary staffs, and 
of New York has evolved a pattern of is approved by the Joint Commission on 


relationship with neighboring general Accreditation as a hospital. The medi- 
hospitals, many of which are fellow cal staff is made up of 40-odd physi- 
members of The Federation of Jewish — cians of excellent qualifications. The 
Philanthropies of New York. This has resident staff is composed of eight men 
proved to be functionally efficient, eco- | and women. The home serves over 


nomical, and in the best interest of the 1,000 aged individuals whase function 
community. the general hospital, and ranges from fully ambulatory to com- 
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Table 1—Transfers of Residents of The 
Home for Aged and Infirm Hebrews to 
General Hospital Wards for Temporary 
Care, 1956 


Temporary 
transfers to 
home in- 
firmary 

Average stay 

days per pa- days per pa- 

tient 7 tient 


Temporary gen- 
eral hospital 
transfers 89 


Average stay 


pletely disabled, in two main centers 
(Central House and_ Kingsbridge 
House), in two apartment residences, 
and as members of an extramural care 
group in Manhattan and the Bronx. 
None of these locations is more than two 
miles from the four general hospitals 
with which relations are maintained for 
ward and outpatient clinic care. These 
hospitals are Mount Sinai in Manhattan, 
and Lebanon, Bronx, and Montefiore in 
the Bronx. 

We have a special arrangement with 


a private ambulance service for effect- 


ing transfers to and from general hos- 
pitals. Our relationships with hospitals 
are facilitated by the knowledge of the 
general hospital staffs that the patient’s 
bed is always saved for him and that 
retransfer is effected promptly on re- 
Furthermore, the 
training programs of the hospitals are 
helped by the steady flow of 
clinical material that might otherwise be 


quest. residency 


greatly 


unavailable, especially in the fields of 
orthopedic and ophthalmic surgery. De- 
cision to seek general hospital transfer 
is on advice of our attending staff and is 
arranged through conference by our 
chief resident physician with the admit- 
ting physician of the hospital. 

In order to illustrate the nature of 
our relationship to these general hos- 
pitals, the following survey was made of 
transfers to them for ward care, and of 
usage of their outpatient clinics by our 
charges in the year 1956. 
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As Table 1 clearly indicates, a total 
of 89 temporary transfers were made to 
general hospitals with an average length 
of hospital stay of 17 days. This num- 
ber may be compared to a total number 
of 292 patients given temporary care in 
the home infirmary areas with an aver- 
age stay of 27.4 days during the same 
period. 

Of these 89 cases, 60 were transferred 
to Mount Sinai Hospital, 15 to Bronx 
Hospital, 6 to Lebanon, 3 to Montefiore, 
and the remaining 5 to other hospitals. 
These last 5 cases occurred in special 
circumstances such as well established 
old contacts prior to admission to the 
home, and as the result of street acci- 
dents. In addition to the 89 temporary 
admissions to general hospitals, there 
were two permanent transfers to Belle- 
vue Hospital for severe psychiatric de- 
terioration. 

The reasons for transfer can best be 
detailed through a breakdown of the 
total into the number transferred to 
particular services. Twenty-two cases 
were sent to ophthalmologic services, 
primarily for the surgical removal of 
cataracts. They received their aftercare 
at the home and received general super- 
vision while at the general hospital by 
members of our own ophthalmology staff. 
In fact, our staff men through their gen- 
eral hospital appointments performed 
many of the operations themselves. 

Eighteen cases went to general surgi- 
cal services for such procedures as ap- 
pendectomies, removal of the gall- 
bladder, care of bleeding stomach ulcers, 
repair of hernias, operations for various 
types of cancer and for intestinal ob- 
structions. In many cases our own con- 
sultants performed or supervised the 
operations and we gave aftercare in our 
infirmaries. 

Fifteen cases went to urological serv- 
ices-primarily for operation on benign 
prostatic enlargement or cancer of the 
bladder, or for diagnostic and therapeutic 
eystoscopies. We performed the neces- 
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GENERAL HOSPITALS AND HOMES FOR THE AGED 


sary prior x-ray and urine studies and 
again our staff of urologists often oper- 
ated on the patients or supervised their 
care. We provided much of the postoper- 
ative care at the home. Thirteen cases 
went to orthopedic services for care of 
fractures, particularly of the hip. Our 
staff of orthopedic specialists often were 
involved in their care at the general hos- 
pital but the rehabilitation process was 
carried on at the home, making possible 
early transfer back to our own infirm- 
aries. Ten cases went to medical serv- 
ices primarily for specialized diagnostic 
and therapeutic services which we do 
not provide, such as radiotherapy for 
cancer and the use of radioisotopes in 
thyroid disease and cancer. Two cases 
went to Mount Sinai Hospital for elec- 
tric shock therapy for mental disturb- 
ance, with good results. We provided 
the necessary prior general check-up 
and aftercare. Close continuity of care 
of patients of the home undergoing such 
temporary care in general hospitals is 
insured by a number of means. The 
resident physician at the home discusses 
the patient with the admitting physician 
of the general hospital prior to transfer. 
A detailed abstract together with x-ray 
films accompanies the patient for the in- 
formation of the admitting physician 
and the hospital staff. Ward visits are 
made by members of our attending and 
social service staffs. When discharge is 
imminent, the resident physician of the 
general hospital calls the home in ad- 
vance and information is communicated 
to our resident physicians regarding 
current status, medications, and recom- 
mendations for further care. Similar 
contacts are made between the social 
workers. We obtain a complete ab- 
stract from the general hospital of each 
such admission, which becomes part of 
the patient's medical record at the 
home. These procedures have operated 
smoothly in attaining the objective of 
coordinated continuous care. 

We feel that these data indicate that 
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while we are providing the great bulk 
of care of the chronic illnesses and of 
their acute exacerbations at the home 
itself, we are not at the same time at- 
tempting to care for conditions which 
demand special staff and equipment with 
which the general hospial is already 
provided. For the Jewish community 
of the area, this provides efficient and 
economical care without unnecessary 
duplication of facilities. By our method 
of reserving the bed of the elderly in- 
valid, transferred temporarily to the 
general hospital, we present the hos- 
pitals with no difficulty in disposition of 
our cases. Through our own trained 
staff and our infirmary, laboratory, and 
rehabilitation facilities, we can provide 
for efficient care before and after trans- 
fer. In addition to the factor of im- 
proved care, the saving in community 
funds is considerable. No recourse to 
higher mathematics is needed to calcu- 
late the difference between $14 per 
day per person for infirmary care at The 
Home for Aged and approximately 
$28 per day per person in a general 
hospital. 

The patients in our own infirmaries 
are provided with excellent total care 
through our specially trained and ori- 
ented staff with broad experience and 
interest in the aged. Over 80 per cent 
of our attending staff are diplomates of 
the various specialty boards. Our pa- 
tients treated at the home remain in a 
friendly and familiar environment, to 
which the nursing and social service 
staffs make an invaluable contribution. 


Usage of General Hospital Outpatient 
Clinics by the Home Population in 1956 


A study of the use of general hospital 
outpatient departments shows that in 
1956, 73 individual ambulatory resi- 
dents of the home made a total of 290 
visits to various clinics at Mount Sinai, 
Bronx, Lebanon, and Montefiore Hos- 
pitals. 
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These figures may be compared to the 
use of our own clinics at the home itself 
and in our consultants’ offices by our 
patients in the same period of time. A 
total of 19,311 such visits were made by 
our almost 1,000 residents. This shows 
that only a small percentage of our total 
clinic load had to go outside of our own 
facilities for care. 

A résumé of the type of special clinics 
utilized at general hospitals in their out- 
patient departments and the reasons they 
were used reveal the following informa- 
tion. Radiotherapy clinics were used 
for x-ray treatment of cancers and cer- 
tain skin conditions. Thyroid clinics 
were used for diagnosis and treatment 
with radioisotopes. We sent patients to 
various surgical, urological, and ortho- 
pedic follow-up clinics in order that the 
surgeons at the general hospitals could 
determine the results obtained by pre- 
vious surgery, at their institution and 
ascertain any need for further proce- 
dures. Cystoscopic examinations were 
frequently carried out on an outpatient 
basis since we have never felt justified 
in duplicating the needed expensive 
equipment and personnel. A few went 
for special consultation or diagnostic 
tests to breast, endocrine, tumor, and 
hematology clinics. Continuity of care 
is effectuated by exchange of abstracts 
and telephonic communication between 
physicians. 

These figures show that we are pro- 
viding the overwhelming majority of 
services for our own ambulatory pa- 
tients. In certain fields which cover the 
greatest areas of medical need, we 
provide complete or almost complete 
care, i.e., general medical, heart disease, 
diabetes, arthritis, dermatology, hema- 
tology, psychiatry and _ neurology. 
dentistry, ophthalmology, gynecology, 
rehabilitation and physical medicine, 
podiatry, and so forth. In general, we 


use the general hospital outpatient 
clinics only for specialized services re- 
quiring unusual and costly equipment, 
or where consultations are needed with 
specialists in certain restricted fields. 
Review of similar figures for 1957 and 
several years preceding 1956 revealed 
no essential differences from those for 
1956. 


Conclusions 


This study indicates that the inter- 
relationships of our institution and the 
general hospitals are functioning in a 
mutually satisfactory manner. The best 
interests of the residents of the Home 
for Aged and Infirm Hebrews. of the 
general hospitals. and of the community 
are being served. Among other lessons 
to be drawn from our experience is that 
this type of relationship has obviated 
in this setting the necessity for prox- 
imity of the home for the aged to the 
general hospital, has reduced the ex- 
penditure of community funds for un- 
necessary hospital stays. and serves to 
maintain high standards of medical care 
in the home for the aged. 

This study further emphasizes a basic 
difference in function between two types 
of institutions. The general hospital is 
by its policies and organization devoted 
to the care of episodes in the lives of 
human beings. whereas the modern 
home for the aged is concerned with all 
aspects of the terminal years of life. By 
close coordination, a total effect is 
achieved which brings rich results for 
the patients as well as for the education 
of physicians, nurses, and social work- 
ers. 
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A study of the patterns of behavior of OPD patients of the Beth Israel 


Hospital in Boston in obtaining medical care revealed a number of 


different patterns. These patterns are examined as to the medical 


care resources involved and their differential use. As a result, 


the authors point to important implications for the provision 


M.D., Dr.P.H., F.A.P.H.A. 


The Conceptual Framework 


PAPER! presented a con- 
ceptual framework for delineating 
how people obtain their medical care. 
The present report demonstrates the ap- 
plication of this conceptual framework 
to the outpatients of a general hospital. 
The essence of the conceptual frame- 
work is that a person’s use of a par- 
ticular medical resource—be it private 
practitioner, outpatient clinic, or other 
source of medical services—takes on 
greater meaning when examined from 
the perspective of the whole range of 
medical care resources which he uses. 
This integrating view entails more than 
mere enumeration of an_ individual's 
sources of care: It calls for an under- 
standing of the interrelationships of the 
various sources and components of care. 

Several analytic concepts contained 
within the conceptual framework have 
been formulated to assist in identifying 
and interpreting a person’s pattern of 
medical care: 


1. Criteria were established to identify the 
sources constituting an individual's “cur- 
rent pattern” of obtaining medical care. A 
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of care on an ambulatory basis in a community. 
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person’s current pattern, using these cri- 

teria, is represented by the sources of medi- 

cal services obtained during the past year, 
plus sources which he is likely to use under 
specified conditions. 

The concept of a “central source” of care 

within the individual’s pattern was de- 

veloped. A source is defined as “central” 
by virtue of certain qualitative attributes 
rather than by volume of use. 

3. Alternative roles of people’s central 
sources of care were outlined in terms of 
the medical component (general medical 
vs. specialty care) which the central source 
represents in the individual's care. 

4. The concept of a “configuration” of a 
person’s medical care pattern, to be de- 
rived from the underlying detail, was pro- 
pounded. The “configuration” distills, 
from the complete range of the individual's 
sources, those which constitute the continu- 
ing, significant elements of his pattern of 
care. 


to 


Purpose and Method 


The immediate concern of this study 
at Beth Israel Hospital in Boston was to 
reexamine the role of the outpatient de- 
partment in the medical care received 
by its patients, not as that role might be 
theoretically conceived but as it actually 
functions. 
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A sample of the hospital’s outpatients 
was interviewed during approximately a 
three-month period in 1958 (March- 
May). The sample, stratified by clinics, 
comprised 667 patients: This number 
represents 15 per cent of an estimated 
total of 4,500 patients seen in the out- 
patient department (OPD) during the 
three-month period. The technics em- 
ployed to construct a random stratified 
sample of the total OPD population. 
which was designed to avoid the bias of 
weighting the sample by the varying 
frequency of individuals’ visits, will be 
described in a forthcoming report. 

Interviews were successfully com- 
pleted with 97 per cent of the total 
selected for the sample. The validity of 
the information obtained has been gen- 
erally supported by a special test de- 
vised for the purpose.* 


The Setting 


Beth Israel Hospital is a voluniary, 
general, teaching hospital in a large 
metropolitan center. Its outpatient de- 
partment includes 32 clinics, to which 
about 60,000 visits are made annually. 

People may come to the OPD either 
on their own initiative or through re- 
ferral by a physician or some other re- 
source. Patients must be judged medi- 
cally indigent to be admitted. The 
admitting procedure takes into account 
the person’s family and economic situa- 
tion, together with his medical condi- 
tion. Eligibility is determined on a 
flexible judgmental basis rather than by 
a fixed income scale. For those admitted 
to the OPD but who are unable to pay 
the standard fees for clinic visits and 
ancillary services, the charges are re- 
duced or set aside. 

The clinics are staffed mainly by 
visiting physicians who are in private 
practice. Their service is contributed 
without charge, but they receive and 
exercise the privileges attendant on hos- 
pital affiliation—admission of their 


1906 


private patients to the inpatient service 
and use of other hospital facilities, as 
well as educational opportunities and 
professional status. In addition, the 
OPD staff includes some full-time physi- 
cians and a corps of house officers 
supplemented by nurses, nutritionists, 
physical therapists, social workers, and 
other professional and clerical personnel. 


Findings 


Our analysis of the results of the 
study is presented within the conceptual 
framework outlined in the foregoing. 


|. Patients’ Current Sources of 
Medical Care 


Using the criteria discussed in the in- 
troductory paper,' we have identified 
for each patient the resources which 
could be regarded as components of his 
current pattern of medical care. At the 
simplest level of analysis, this permits 
us to observe how many of the out- 
patients of the hospital use various 
other resources (Table 1). 


Other Clinic Resources 

Of the people using the hospital's out- 
patient department 13 per cent also use 
another OPD. Of these, two out of 
three used another OPD during the year 
preceding the interview. Nonhospital 
clinics are used by 11 per cent of the 
patients; these include clinics operated 
by health departments, schools, indus- 
trial firms, unions, and nonhospital in- 
stitutions. Three out of four of these 
patients visited such clinics during the 
year preceding interview. 


Private Physicians in Home and Office 

A majority of the patients (57 per 
cent) make office calls to private physi- 
cians at some time. Three of every four 
such patients made calls within a year’s 
time preceding the interview. Figure 1 
shows to what extent the use of private 
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physicians for ambulatory care is for 
general or specialty medical care. One- 
half of the outpatients use private 
doctors for general medical care, while 
22 per cent use them for varied special- 
ist care. There is some overlapping here, 
since 15 per cent of the total report use 
of private physicians for both general 
and specialty care. (The distinction be- 
tween general medical and specialty uses 
will be particularly significant as we 
proceed to a broader perspective of the 
patients’ patterns of care later in this 
analysis. 

Over half the patients (58 per cent) 
sometimes call a private doctor to the 
house. Somewhat more than half of 
these had a home call during the past 
year. Those patients who use private 
physicians for both home and office calls 
constitute 40 per cent of all the OPD’s 
patients. 


Emergency Resources 


In emergencies, three-fifths of the pa- 
tients come or are brought to the hos- 
pital’s emergency unit (about half of 
these used this unit during the past 
year). However, at times some of these 
patients, as well as others who do not 
use the emergency unit at all, turn to 
the emergency units of other hospitals 
or to a private doctor. In all, 44 per 
cent of the outpatients use a_ private 
doctor (at least as one among other re- 
sources) under emergency conditions. 


Inpatient Resources 


seth Israel Hospital is the primary 
resource for hospitalization of its out- 
patients. More than four-fifths of out- 
patients are in this group; some of 
these, however (less than one-tenth of 
the total), are hospitalized elsewhere at 
times, depending upon the purpose of 
the hospitalization, the attending physi- 
affiliation, and circum- 
stances. Eight per cent of the out- 
patients use only other hospitals and do 
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not use Beth Israel for inpatient care. 
(Information on this score is unknown 
for one-tenth of the sample. ) 

As expected, most of the outpatients, 
if admitted for inpatient care, go on 
the house (ward) service. However, a 
minority (13 per cent) sometimes or 
always use a private physician (on pri- 
vate or semiprivate service) when hos- 
pitalized. 

About one-fourth of the outpatients 
had been hospitalized within the pre- 
ceding year. 


Table 1—Other Sources of Medical Care 
Used by Outpatients of Beth Israel 
Hospital, Boston, Mass. 


Patients* 


Additional Sources of Per 
Medical Care Number cent 


Ambulatory nonemergency 

care 

Other OPDs 

Nonhospital clinics 

Private physicians (office 
calls) 

Any one or combination 

of these 

None of these 


Nonambulatory or 
emergency use of 
private physicians 

Home calls 

Emergency care 

Inpatient care 

Any one or combination 
of these 

None of these 


Hospitalization 
At Beth Israel Hospital 
only 
At Beth Israel and other 
hospital (s) 
At other hospital(s) only 
Choice not indicated 


Unknown as to sources of 
care 


* Total number of outpatients in sample (667) equals 
100 per cent. 


87 13.0 
73 10.9 
380 57.0 
434 65.1 
ee 210 31.5 
a 384 57.6 
= 295 44.2 
87 13.0 
473 70.9 
171 25.6 
472 70.8 
70 10.5 
52 7.8 
«25 
23 3.4 
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57% MAKE OFFICE CALLS 
TO PRIVATE PHYSICIANS... 


ONLY FOR GENERAL MEDICAL CARE 


FOR BOTH GENERAL MEDICAL 
AND SPECIALTY CARE 


ONLY FOR SPECIALTY CARE 


Figure |—General Purpose of Office Calls to Private Physicians 
Outpatients of Beth Israel Hospital, Boston, Mass. 


2. Central Source of Medical Care 


A magnet introduced into a_hap- 
hazard field of iron filings produces a 
patterned arrangement. Similarly, view- 
ing an individual's multiple sources of 
medical care from the standpoint of his 
“central source” reveals direction and 
coherence in his pattern of obtaining 
medical services. Some of the data 
given here, for example, may set us 
to wonder about the clinic patients’ use 
of private physicians and of other clinics 
and hospitals in relation to their use of 
Beth Israel's outpatient department. 
The information shown in Figure 2 on 
outpatients’ central sources of care be- 
gins to shed light on the over-all pat- 
terns of use revealed by patients. 

Beth Israel Hospital's OPD is, for one- 
half of all the people who use it, their 
central source of medical care. Very 
few structure their care around another 
hospital or clinic. One-fourth, however. 
use a private physician as their central 
source. In contrast. one-sixth of the 
OPD users follow a relatively unstruc- 
tured pattern of obtaining medical serv- 
ices. having no particular central source. 


3. Role of Central Source of Care 


Although the “central source” has 
the common function of centrality in the 
patterns of care of different persons, it 
may nevertheless have varying medical 
content in the patterns of different in- 
dividuals. Basically, our classification 
for this aspect of the central sources 
hinges on the distinction between “gen- 
eral medical” and “specialty” care. 

For the purpose of this study, the 
analysis of differential central sources 
of care treats “private physicians” as a 
single entity within the patient's pat- 
tern of obtaining care and does not 
distinguish each physician in, the pa- 
tient’s pattern if there is more than one. 
Thus, the patient who uses a single 


private physician as his central source 
and other private physicians in addition. 
will be classified hereafter according to 
the composite role of the several private 


physicians. 

As the first pair of columns of Table 
2 shows, the central source of one-half 
of the patients serves them as a source 
of both general medical and specialty 
care. For one-sixth of the patients, the 
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central source provides general medical 
care only. For a small number. a 
specialty resource is the central source. 
The role of our hospital's OPD for 
those patients who use it as their central 
source of care may be distinguished 
through a comparison with those pa- 
tients whose central source is among 
private physicians (see last two pairs 
of columns, Table 2). Among the OPD 
central sour. group, nearly nine-tenths 
obtain both general medical and 
specialty care from the variety of clinics 
constituting the OPD. Among the 
group for whom a private physician is 
central, only four-tenths obtain both gen- 
eral medical and specialty care from 
private physicians, while a majority of 
this group confine their use of private 
physicians to general medical care. 


4. Configuration of Medical 
Care Pattern 


Just as the focus on central source 
clarifies the person’s pattern of medical 
care, so, also, we need some clarification 
of the rest of the pattern. We gain this 


CENTRAL SOURCE OF CARE 


BETH ISRAEL HOSPITAL 


PRIVATE PHYSICIAN 
” 


COMBINATION BiH 
PRIVATE PHYSICIAN 


OTHER HOSPITAL 


Hospital, Boston, Mass. 
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Percent of total OPO potients 
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clarification in our analysis by trim- 
ming away the “fringes” of the person’s 
practices in obtaining medical services. 
Relatively inconsequential sources of 
care and fortuitous or passing incidents 
of use recede in this view, bringing the 
significant core of the patient’s current 
pattern into relief. 

We have classified the configurations 
which emerge from this process, identi- 
fying the essential components of the in- 
dividual’s general medical and specialty 
sources of care in terms which are rele- 
vant to an analysis of the OPD. In 
Figure 3. we see the relative parts 
played by OPDs and private physicians 
in outpatients’ patterns of obtaining 
general medical and specialty care. 
While the outpatient department pre- 
dominates for this group in both types 
of care. the role of the private physi- 
cians is distinctly more prominent in 
the general medical care of these pa- 
tients than in their specialty care. One- 
fourth of the people who use the OPD 
obtain their general medical care wholly 
from private physicians. 

We come now to a comprehensive 
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Table 2—Role of the Central Source of Medical Care of Outpatients of Beth Israel 
Hospital, Boston, Mass. 


Total 
Sample of 
Outpatients, 
All Central 

Sources 


Comparison between Two 
Major Central Sources 

Beth Israel 
Hospital 


Private 
Physicians* 
Per 
cent 


Per 


cent 


Per 


cent 


Role of Central Source 


in Patient's Care Number Number Number 


Total 667 100.0 333 100.0 160 100.0 


General medical care only Hl 16.6 12 3.6 93 58.1 


Specialty medical care only 26 
General and specialty medical 

care 366 
Split central source 13 


Guidance without direct treat- 


ment 2 


No central source 114 


Unknown 35 


54.9 


3.9 23 6.9 0 


88.6 64 


19 


0.3 0 y 1.2 


17.1 - 


0.9 0.6 


* Represents the combined role of all private 


is the central source 


view of the patients’ patterns. Table 
3 interrelates the patterns of obtaining 
general medical and specialty care. We 
see now that the OPD represents essen- 
tially the complete source of both gen- 
eral medical and specialty care for one- 
third of its patients. This is by far the 
largest single group characterized by a 
distinctive configuration of care. 

The remaining two-thirds of the pa- 
tients display a wide variety of con- 
figurations. No one of these constitutes 
a very large group, but the more fre- 
quent are as follows:. General 
medical care is shared between OPDs 
and private physicians, with specialty 
care obtained from OPDs (13 per cent). 
General medical care is obtained from 


groups 


private physicians and specialty care 
from OPDs (10 per cent). General 
medical care is received from private 
physicians and specialty care is shared 
between private physicians and OPDs 
(7 per Both general medical 
and specialty care are shared between 
OPDs and private physicians (6 per 
cent). 


cent). 


e of the patient for whom a private physician 


For a small number, indeed, the use 
of the OPD itself is insignificant in 
terms of the patient's continuing pattern 
of medical care (2 per cent obtain 
essentially all their care from private 
physicians). 


Discussion 


The findings of this study help us to 
delineate the role of the outpatient de- 
partment. The data presented above 
and the analytic perspectives which have 
been described sharpen our view of the 
OPD as it actually functions in diverse 
ways. We see the hospital's outpatient 
department, not as an entity by itself, 
but in relation to its patients’ other 
sources of care; not as a uniform seg- 
ment in the medical care of all its pa- 
tients, but as a varying component fit- 
ting many different patterns of 
medical services; not necessarily as the 
central resource in the patients’ medical 
management, but rather as a resource 
having multiple roles among the patients 
it serves. 


into 
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The many distinctive mosaics formed 
by the patients’ methods of obtaining 
medical care suggest that what is needed 
is responsiveness by the OPD to the in- 
dividual’s over-all pattern of care. A 
particular type of role and responsibility 
is called for with patients to whom the 
OPD is the sole resource, and a very 
different type of role and responsibility 
for patients whose care is centralized 
elsewhere but for whom the OPD has 
some special, limited function to per- 
form. To identify different types of 
users—as this study does—is to suggest 
discriminating assumptions of responsi- 
bility by the outpatient department for 
different types of users. Differentiation 
in this regard serves the patient, the 
hospital, and the patient’s other sources 
of care. 

Whatever the kind and extent of the 
responsibilities undertaken to’ fit the 
patient's total pattern of care, one re- 
sponsibility should remain common to 
the full gamut of roles: that of coordi- 
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nating the elements in the patient’s care. 
In the case of the one patient in three 
whose total care is encompassed essen- 
tially in the outpatient department, this 
means coordination within the OPD, 
and between the OPD and the hospital’s 
other facilities. In the case of the other 
two-thirds, with their variously consti- 
tuted patterns of obtaining care, it means 
coordinating the OPD’s services to the 
patient with the other resources which 
the patient uses. 

Differentiating the OPD’s responsibi- 
lities for the care of its patients has 
corresponding implications for the or- 
ganization and administration of the 
services of the OPD. Particular types 
of organizational and administrative 
arrangements might be best suited for 
the provision of services to one or 
another kind of patient group. The 
relative importance of groups with dif- 
ferent utilization patterns in the compo- 
sition of the OPD population might 
suggest development of service arrange- 


of 
GENERAL MEDICAL CARE 
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Figure 3—Sources of General Medical and Specialty Care in Con- 
figurations of Outpatients’ Patterns of Medical Care, Beth Israel 
Hospital, Boston, Mass. . 
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Table 3—Configurations of Outpatients’ Patterns of Medical Care, Beth Israel Hospital, 
Boston, Mass. 


Outpatients Receiving Specialty Medical Care Essentially from— 


Total Both OPDs 

Sample of Private and Private Other and 

Outpatients OPDs Physicians Physicians Unknown 
Seurce of General Per Per Per Per Per 
Medical Care No. cent No. cent No. cent No. cent No. cent 
Total 667 100.0 189 58.3 17 2.5 116 74 145 21.7 
OPDs 249 37.3 220 33.0 ! 0.1 19 2 9 1.3 
Private physicians 162 24.3 oF 9.6 13 19 48 7.2 37 &3 

Both OPDs and 

private physicians 146 21.9 84 3.2 2 0.3 38 5.7 18 2.7 
Other and unknown 1l0 16.5 17 2.5 1 0.1 11 1.6 sl 12.1 


ments particularly geared to the func- 
tions served by the OPD for the specific 
groups. 

Interpretations of the patients’ use of 
different resources need to be discrim- 
inating. too. For example, our finding 
that 13 per cent of the hospital's out- 
patients use other OPDs cannot lead 
to any single conclusion. It does not, 
for example, follow that this represents 
a practice of “shopping around” for 
care. Some of it, indeed, is just that. 
But some of this behavior, far from 
being a duplication is complementary 
in a most rational way. Some of it is 
definitely planned by the OPD itself, as 
in its referral of a patient to another 
OPD for a specialized service uniquely 
available there. 

Similarly, the finding that various 
nonhospital clinics are used by 11 per 
cent of the outpatients stems in part, 
from the following rational practices: 
employees’ use of a clinic provided at 
their place of work; use by students of 
their school health service; use of public 
health clinics, and so on. 

We have found that in one fashion or 
another, 79 per cent of the outpatients 
use a private physician—some regularly, 
some sporadically, some very rarely; 
some for office calls, some for home calls, 
some for emergencies, some for inpatient 
some for various combinations of 

What does this mean? It means 


care. 
these. 
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different things in different cases—from 
anomalies between clinic and_private- 
doctor use, to logical complementing 
arrangements (for example, the OPD 
does: not make home calls). Later 
analysis of our data will reveal the out- 
patients’ patterns of medical care in 
further detail, so that we may better in- 
terpret the implications of the different 
patterns. 

The analytic point of view adopted in 
this study is not to be taken to mean 
that the OPD should merely accom- 
modate itself to the patients’ patterns of 
obtaining medical care. whatever they 
may be. We need to move beyond 
understanding to evaluation. 
yond evaluation to change, if changes 


and_be- 
are indicated. But we can move toward 
whatever goals we set only by knowing 
first where we are. 


Summary 


A study of the outpatient department 
at Beth Israel Hospital in Boston has 
revealed the major outlines of the pat- 
terns of behavior of OPD patients in 
obtaining medical care and the role of 
the OPD in these patterns. Highlights 
among the findings may be noted: 

1. Many different ways of obtaining medi- 
cal care are represented among the users 
of the OPD. Their patterns of care vary 
from highly centralized, structured arrange- 
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ments to very diffuse distribution of their 
sources of services. 

2. The OPD serves a variety of functions, as 
different people use it in various com- 
binations with other sources of medical 
care. 

3. One-half of the outpatients use Beth Israel 
Hospital as their central source of care: 
one-fourth have a private physician as their 
central source; one-sixth follow an un- 
structured course in seeking medical care, 
with no central source. 

4. Eliminating from consideration negligible 

or transient instances of the use of medi- 

cal resources, one finds that 

a. One-third of all outpatients obtain 
essentially all their care—both general 
medical and specialist care—from the 
OPD. 

b. Other distinct, though smaller, groups 
are identified whose care is shared in 
a variety of ways by the OPD and 
other sources outside the hospital. 

Taking into account all instances of use 

of medical resources, one finds that 

a. Two-thirds of the outpatients use some 
other resource (or resources) besides 
Beth Israel Hospital in obtaining care 
on an ambulatory basis. 

b. Most prominent among other resources 
for ambulatory care are private physi- 
cians, with other OPDs and clinics 
playing lesser roles. 

c. Most of the outpatients have recourse 
at some time to private physicians for 
some nonambulatory or emergency care. 


uw 


The variety of patterns by which pa- 
tients obtain their medical care imposes 


Mr. Solon is director, Medical Care Studies Unit, Beth Israel Hospital, 
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on the outpatient department the need 
for differentiating among patients who 
present themselves to it. The type and 
extent of responsibility which the OPD 
takes should be assumed with an eye to 
the individual’s total pattern of care. 

The organization of the OPD in 
rendering service should be geared to 
the functions it is to perform. Recogni- 
tion of the types of responsibilities 
which the OPD is called upon to assume 
and which it is prepared to undertake. 
and identification of the case loads rep- 
resented by different categories, should 
make possible a corresponding organiza- 
tion of the OPD’s services. Effective 
discharge of its responsibilities for total 
or near-total care of some patients may 
require a distinctive organizational pat- 
tern quite different from that needed for 
patients whose major management is 
lodged elsewhere and for whom the 
OPD provides only a particular segment 
of care. 
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dn epidemiologic analysis of reports to the National Clearinghouse 


Poison Control Centers reveals a number of interesting and practical 


points. 


Some of these indicate possible further studies, 


others point to avenues of prevention and control. 


EPIDEMIOLOGIC ASPECTS OF POISONING ACCIDENTS 


Howard M. Cann, M.D.; Albert P. Iskrant, M.A., F.A.P.H.A.; and Dorothy S. Neyman 


N 1919 Gorvon pointed out that there 
| existed an epidemiology of accidents.’ 
He noted that accidents conform to the 
same biologic laws as disease processes. 
Accident distributions show variations 
according to season, age, sex, and other 
McFarland? likewise 


asserted that the epidemiologic approach 


factors as well. 


is applicable to the study of accidents. 
He, like Gordon, pointed out that the 
host, his environment, and the agent 
must be studied not only individually 
but also as a complex interacting system 
in order to develop effective measures 
for accident prevention. Epidemiologic 
principles have been applied in studying 
childhood lead poisoning** and to the 
problem of accidental 
childhood.>* 

Since it was first organized in the 
U.S. Public Health Service in 1957, the 


National Clearinghouse for Poison Con- 


poisoning in 


trol Centers has been conducting an 
ongoing epidemiologic study of poison- 
A reporting system, by 
which certain poison control centers sub- 
mit to the National Clearinghouse re- 
ports of all poisoning accidents coming 


ing accidents.® 


to their attention, has been functioning 
since 1957. The information contained 
in these reports forms the basis for this 
study. 


Definitions 


As used 


“poisoning 


in this study, the terms 
accident” and “accidental 
ingestion” refer to the ingestion of a 
substance without knowledge of the po- 
tential consequences. The terms “poison” 
and “poisonous substance” refer to any 
inedible substance which when taken 
into the body (by any route—ingestion, 
in rela- 
tively small amounts, can cause illness 
The terms “poten- 


inhalation, or skin absorption ) 


and possibly death. 
tial poison” and “potentially poisonous 
substance” refer to any substance which 
when taken into the body in a large 
enough quantity can cause illness and 
death. Strychnine, 
mercury bichloride, and cyanide are ex- 
Aspirin, digitalis, 
antihistamines, and barbiturates are ex- 


possibly arsenic, 


amples of poisons. 


amples of potential poisons. 


Methods of Data Collection and 
Material Studied 


A standard report form is used to 
report cases treated by the reporting 
poison control centers and_ telephone 
inquiries made to these centers by phy- 
sicians and nonmedical persons (usually 
information 


parents) for regarding 
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toxicity or treatment for the ingestion of 
specific substances. The form was de- 
signed to provide the following informa- 
tion: description and amount of sub- 
stance ingested; clinical and laboratory 
findings; treatment given or recom- 
mended; length of hospitalization; and 
identifying data about the victim (name, 
age, and sex). In some cases further 
information concerning storage of the 
poison or potential poison, supervision 
of the victim at the time of the acci- 
dent. and other circumstances surround- 
ing the accident was obtained from a 
home visit, usually by a public health 
nurse, 

A total of 15,094 individual case re- 
ports have been submitted by 59 poison 
control centers located in 20 states in 
various areas of the United States. 
These cases occurred at various times 
from January 1, 1954 to December 
31, 1958. Of these cases, 44.069, or 93 
per cent were classified as poisoning ac- 
cidents and supplied the data for this 
study. 


Results 


Some Host Characteristics and Host-Agent 
Interrelationships 

Approximately 90 per cent of poison- 
ing accidents involved children under 
the age of five years. Because of this, 
all further data and discussion will per- 
tain to this age group, except where 
otherwise indicated. 

Many reports listed the age of the 
victim in years, not months. The age 
distribution of a group of selected cases 
recorded in months (or by birthdate) 
was determined (Figure 1). The six- 
month age period in which poisoning 
accidents occurred most frequently was 
that from 18 to 24 months. Almost one- 
fourth of accidents occurred in this six- 
month period and approximately three- 
fourths involved children between the 
ages of 12 and 36 months. 

The age distribution of children in- 
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gesting various substances is shown in 
Figure 2. Two-year-old children in- 
gested medications more frequently than 
children in the other four age groups; 
39 per cent of all external medication 
and 46 per cent of all internal medica- 
tion ingestions involved two-year-olds. 
External medications were ingested al- 
most as frequently by children aged one 
year (36 per cent). Three-year-old 
children were next to two-year-olds in 
frequency of ingesting internal medica- 
tions (26 per cent). Household clean- 
ing and polishing agents, pesticides, 
petroleum distillate products, and paints 
and paint solvents were ingested more 
frequently by one-year-old children. All 
these products were ingested next most 
frequently by children aged two and 
then by children aged three years. 
When children under five years were 
studied to determine the frequency with 
which different substances were ingested 
within. each age group (Figure 3), the 
following patterns were noted: Internal 
medications made up a greater propor: 
tion of substances ingested by three- and 
four-year-old children than for other age 
groups. This proportion increased with 
age (17 per cent for children under one 
year of age, 23 per cent for children 
aged one year, 48 per cent for those 
aged two, and 60 per cent and 59 per 


nu 


Figure 1—Reported Age of Children 
under Five Years of Age Treated for 
Accidental Ingestions, 1957-1958 
(1,055 Consecutive Cases Submitted 
by Representative Poison Control 
Centers) 
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Figure 2—Specific Type of Product, by Age of Patient, Involved in Accidental Inges- 
tions among Children under Five Years of Age, 1954-1958 (Individual Poisoning 
Reports by 59 Poison Control Centers) 
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cent for three- and four-year-old chil- 
dren). 

A reverse pattern was noted for ex- 
ternal medications and pesticides. The 
proportions of accidents involving ex- 
ternal medications and pesticides were 
highest in children under one year and 
decreased with age: For external medi- 
cations the percentages were 12 per cent 
for children under one year, 7 per cent 
for one-year-old children, 6.5 per cent 
for two-year-old, and 5 per cent for 
three- and four-year-old children; for 
pesticides the percentages were 16 per 
cent, 13 per cent, 8 per cent, 8 per cent. 
and 8 per cent, respectively. A decrease 
in the proportion of poisoning accidents 
involving household cleaning and polish- 
ing agents (24 per cent, 15 per cent, 10 
per cent, and 11 per cent), and petro- 
leum products (10 per cent, 4 per cent. 
3 per cent. and 2 per cent) was noted in 
children in age groups after one year. 

Of the children under five years of 
age. 56 per cent were males. In the 
age group five to nine, poisoning acci- 
dents were reported more frequently for 
males also. but in the age group 10 to 
14, males and females were involved 


POISONING ACCIDENTS 


equally. After 15 years of age, females 
were reported to be involved more fre- 
quently than males. 


Agent and Agent-Environment Interrelationships 

Various types of medicines were in- 
gested in about half the poisoning acci- 
dents. Internal medicines were ingested 
in 41 per cent of accidents and aspirin 
was reported in over 50 per cent of these 
cases; this drug was ingested in about 
one-fifth of all poisoning accidents and 
was ingested more frequently than any 
other substance reported. Where the 
type of aspirin ingested was known, 
“baby” type accounted for 84 per cent 
of this total. 

Other medicines ingested were laxa- 
tives, cough medicines, tranquilizing 
agents, antihistamines, hormone prepara- 
tions (such as corticosteroids, estrogens, 
and thyroid), analgesics other than as- 
pirin, barbiturates. and vitamin and 
mineral preparations (including iron). 
External medications such as liniments, 
antiseptics, ointments. and camphorated 
oil preparations accounted for 14 per 
cent of all the accidents invelving medi- 
cines. 


Percent of Cases 


Internal Medicine 


Figure 3—Type of Product as a Percentage of All Ingestions. Acci- 
dental Ingestions among Children under Five Years of Age, 1954- 
1958 (Individual Poisoning Reports by 59 Poison Control Centers) 
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Household cleaning and polishing 
agents were ingested in 17 per cent of 
all accidents. Soaps and detergents 
made up about one-fourth of this type of 
ingestion, while bleach was ingested al- 
most as frequently. Furniture polish 
containing mineral seal oil, a petroleum 
distillate product, was the third most 
frequently ingested cleaning and polish- 
ing agent. Disinfectants, lye, and other 
corrosive substances were also ingested. 

Ten per cent of all ingestions involved 
pesticides. Insecticides amounted to 77 
per cent of all accidents involving pesti- 
cides. Rodenticides and herbicides were 
also ingested. 

Petroleum products accounted for 6 
per cent of the poisoning accidents and 
kerosene for half of these. Cigarette 
lighter fluid and gasoline were also in- 
gested. Furniture polish containing 
petroleum distillate (which we classified 
as a household product) was ingested 
more frequently than either lighter fluid 
or gasoline. 

Among the various paint and paint 
olvents ingested were turpentine, air- 
plane cement, and nonlead-pigmented 
paints. Perfumes, hair solutions, and 
deodorants were the cosmetics most fre- 
quently ingested. Mushrooms and other 
plants or plant parts were ingested rela- 
tively infrequently. 

Differences exist between the distribu- 
tion of ingested substances among cases 
treated at poison control centers and 
that of substances among cases reported 
by telephone inquiry to the centers for 
toxicity and treatment information. 
Although medicines were most fre- 
quently ingested in both groups of re- 
ported cases, they accounted for a 
greater proportion among the children 
treated than among those reported by 
telephase inquiry. This is also true of 
petroleum distillate products. House- 
hold cleaning and polishing agents and 
cosmetics made up a higher proportion 
of the substances ingested about which 
information was sought from the centers 


Figure 4—Containers Used for Poisonous 
Substances Involved in Accidental In- 
gestions among Children under Five 
Years of Age, 1954-1958 (Individual 
Poisoning Reports by 59 Poison Con- 
trol Centers) 


than did these same substances in cases 
treated by the centers. 

Home follow-up investigations gave 
information about containers in which 
the ingested substances were found at 
the time of the accident (Figure 4). The 
substances were not in their original 
containers in one-third of all cases. 
Petroleum products were not found in 
original containers in over three-fourths 
of the cases, while pesticides and paints 


and paint solvents were not in original 


containers in one-half of cases involv- 
ing these substances. 

jottles were the containers most fre- 
quently used for storage of poisonous or 
potentially poisonous substances when 
removed from the original containers. 
Also used were cans, jars, drinking 
glasses. boxes, bags, cooking utensils, 
and bowls. Certain poisons and poten- 
tial poisons were found lying loose. 

The younger the child involved, the 
more frequently the substance ingested 
was not found in its original container 
at the time of ingestion. Fifty-one per 
cent of all products ingested by children 
younger than one year, 40 per cent by 
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one-year-old, 28 per cent by two-year- 
old, 26 per cent by three-year-old, and 
27 per cent by four-year-old children 
were not found in their original con- 
tainers. 

A comparison of the distribution of 
ingested agents reported from poison 
control centers grouped by geographic 
areas in the United States revealed 
certain differences (Table 1). Petroleum 
distillates and pesticides were propor- 
tionately higher in the southern states. 
Medicines, cosmetics and paints com- 
posed a higher percentage of cases in 
the northeast and in the Great Lakes 
area. The Rocky Mountain and Pacific 
Coast areas are not included here be- 
cause reports have been received from 
only one center in these areas. 

Since only ten poison control centers 
submitted case reports to the National 
Clearinghouse every month during 1958, 
there is no reliable monthly incidence 
data to determine variation. 
However, all the agents ingested in 1958 


seasonal 


by children younger than five years 
were distributed by month of occurrence 


(Table 2). Medicines 


of the accident 
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and cosmetics made up a higher propor- 
tion of all substances ingested in the 
colder months than in warmer months. 
Petroleum distillates made up a higher 
proportion of all substances ingested in 
the warm months; this was also true for 
pesticides and paint products. House- 
hold: cleaning and _ polishing agents 
showed no consistent seasonal picture. 

Considering the day of the week, it 
was found that fewer cases of accidental 
ingestion occurred on Saturday (13 per 
cent) or Sunday (11 per cent) than on 
other days of the week (15 per cent). 

A consideration of the time of day at 
which poisoning accidents occurred re- 
vealed that 83 per cent of all poisoning 
accidents involving children younger 
than five years of age occurred between 
the hours of 7 a.m. and 7 p.m. Almost 
one-fifth of all accidents occurred be- 
tween 9 and 11 a.m.; 16 per cent oc- 
curred in the period 11 a. m. to 1 p. m.; 
and 14 per cent were reported to occur 
in the 3 to 5 p.m. and the 5 to 7 p.m. 
time periods, each. No difference from 
these patterns were apparent for specific 
products. 


Table 1—Type of Substance Ingested in 5,339 Accidental Poisonings Treated in 1958, 


by Region 


DHEW Region! Total 


Polishing Petroleum 


Medicines Agents 


Cleaning 


Paints 
and 


Varnishes 


and 
Pesti- 
cides 


Other 


Products 


Il 35: 100.0% 
il 100.0 
IV 38: 100.0 
V 7 100.0 
VI 35 100.0 


59.1% 
53.6 
49.8 
61.7 
50.6 


Total, 5 


regions= 5,339 100.0 55.3 


11.9% 8.8% 
14.6 
13.3 
13.9 
18.2 


7.1% 


13.9 


1 Cases were received from states given in Department of Health, Education, and Welfare regions as follows: 
If. Connecticut, Massachusetts, New Hampshire, New Jersey, and Pennsylvania. 
Ill. District of Columbia, Kentucky, and North Carolina. 


IV. Alabama, Florida, Georgia, and South Carolina. 
V. Michigan, Ohio, and Wisconsin. 
VI. lowa, Kansas, and North Dakota. 


2 Includes 109 cases from Washington State, from a region not otherwise reporting. 
Source: Individual case reports submitted to the National Clearinghouse by 59 Poison Control Centers, DHEW-PHS 
Accident Prevention Program, Division of Special Health Services, October 1959. 
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Table 2—Type of Substance Ingested, by Quarter of Year in 4,486 Accidental Poison- 
ings Reported During 1958 


Quarters 
September- 
November 


December- 
February 


March- 
Type of Substance May 


June- 
August 


Medicines 56.1% 48.2% 53.5% 65.2% 


Internal 
External 
Cleaning and 
polishing agents 
Pesticides 
Petroleum products 
Paints, varnishes, 
etc. 
Cosmetics 
Plants 
Other 


Total ’ 100.0 


43.2 48.4 61.0 
5.0 4.1 


14.0 14.6 
15.4 11.2 
9.1 6.9 


4.8 
2.5 
3.4 
3.2 


100.0 . 100.0 


Source: Individual case reports submitted to the National Clearinghouse by 59 Poison Control! Centers, DHEW-PHS 
Accident Prevention Program, Division of Special Health Services, October 1959 


Environment and Environment-Agent 
Interrelationships 

The room of the house in which 
poisoning accidents occurred most fre- 
quently was the kitchen, comprising over 
10 per cent (Figure 5). In almost two- 
thirds of all kitchen accidents, poison- 
ous or potentially poisonous substances 
ingested were not in their customary 
storage places, and in over one-fourth 
of all kitchen accidents the substances 
were not in their original containers at 
the time of ingestion. 

Accidents occurred next most fre- 
quently in the bedroom (22 per cent). 
The substances ingested in about three- 
fourths of bedroom accidents were not 
in their original storage places, and in 
over one-fourth of these accidents the 
substances were not in their original 
containers. In the bathroom (12 per 
cent of all accidents), 
stances were not in their customary stor- 
age places in almost one-half of all such 
accidents and were not in their original 
containers in 15 per cent of these acci- 
dents. 


ingested sub- 


The living room, dining room. base- 
ment, and hall were other areas where 
poisoning accidents occurred. Nine per 
cent of all poisoning accidents occurred 
outside the home, i.e., in the garage, on 
the porch, or “outside.” Substances in- 
gested outside the home were more fre- 
quently not in their customary storage 
places. 

Medicines and household cleaners 
and polishes made up a greater propor- 
tion of substances which were ingested 
inside the house than those ingested out- 
side the house. Medicines were ingested 
more frequently than any other type of 
substance in the bathroom, kitchen, 
living room, and dining room. The 
highest proportion of ingestions of clean- 
ing and polishing agents occurred in the 
kitchen. Of those substances found out- 
side the house, the greatest proportions 
were pesticides and petroleum products. 

In the rooms of the house, poisons ‘ 
and potential poisons were found most 
frequently on furniture tops (27 per 
cent of all cases) and were usually in- 
gested by children two years of age and 
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younger. This site was not. the cus- 
tomary storage place for 86 per cent of 
the substances found here. Poisons and 


potential poisons were found next most 
frequently (20 per cent) in cabinets, 
usually by children three and four years 


of age. Almost three-fourths of the sub- 
stances found in cabinets were reported 
to be in their customary storage places. 
The floor was reported to be the site 
where 11 per cent of ingested substances 
were found prior to ingestion, usually by 
children two years of age and younger. 
In 15 per cent of such cases, the floor 
was reported to, be the customary stor- 
age place for the substances ingested. 

In considering supervision of the 
child, it appeared that parents were pre- 
sumably supervising the children’ in- 
volved in 84 per cent of the cases. In 
an additional 9 per cent of cases, adults 
other than parents were reported to be 
In only 7 per cent of 
poisoning accidents studied was the 
child supervised by another child or un- 


supervising. 


supervised, 


Figure 5—Room of the House Where 
Poisonous Substance Was Found, in 
Accidental Ingestions among Children 
under, Five Years of Age, 1954-1958 
(Individual Poisoning Reports by 59 
Poison Control Centers) 
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Deaths 


There were 30 deaths reported for the 
entire 14,069 poisoning accidents—a 
case fatality rate of 2.1 per 1,000 acci- 
dental ingestions. Of these deaths, 18 
occurred in children under five years of 
age (case fatality rate=1.5).  One- 
year-old children accounted for 10 
deaths (case fatality rate=2.6). One 
death was reported from those poisoning 
accidents involving children five to nine 
years of age: no deaths for children be- 
tween the ages of 10 and 15 years; and 
eight deaths for those 15 years and 
older (case fatality rate= 1.8). 

Medicines caused eight deaths, five 
in children younger than five years. 
Petroleum products were involved in 
eight deaths, seven of these occurring in 
children younger than five years. Six 
deaths were caused by ingestion of pesti- 
cides, four occurring in children younger 
than five years. The case fatality rates © 
for children younger than five years for 
specific substances are as follows: medi- 
cines 0.9, petroleum products 10, pesti- 
cides 3.4. 


Discussion 


It must be recognized that reporting 
to a poison control center probably 
provides an incomplete description of 
the accidental poisoning problem of the 
city or area in which the center is 
located. Factors such as familiarity of 
physicians with the toxicity of ingested 
substances and with the treatment of 
poisoning due to these substances, as 
well as the location of the treatment 
facilities of a center in a hospital serv- 
ing a certain socioeconomic or age 
group, influence the nature and number 
of poisoning accidents which are re- 
ported to the center. From the data 
presented, it is impossible to determine 
high-risk populations accurately. 

However, the results of this study 
suggest that a number of predisposing 
and etiologic factors are operating to 
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produce poisoning accidents. Since 
most of the data pertain to. children 
younger than five years, the age fre- 
quency distributions for poisoning acci- 
dents in which specific types of agents 
were ingested seem to be related to 
stages of growth and development. 
The percentage of accidents in which 
medicines were ingested increased with 
the age of the child. The reverse of this 
pattern occurred with inedible house- 
hold chemicals (cleaners and_ polishes, 
petroleum products, and paint and paint 
solvents). Younger children were also 
more likely to ingest those poisons and 
potential poisons which were not in 
original containers prior to the accident. 
It was further found that younger chil- 
dren most frequently ingested substances 
which had been found on the floor or on 
furniture while older children 
seemed most frequently to ingest sub- 
stances which had been stored in cab- 


Lops, 


inets and on open shelves. 

Application of some simple concepts 
about the growth and development of 
infants and young children to the host- 
agent-environment interrelationships so 
far discussed makes these findings more 
meaningful.” 
and younger can reach, crawl and stand. 
are beginning to walk, and put every- 
thing into their mouths. However, many 
of them have not yet learned to climb. 
These children are more likely to ingest 
substances which they find within their 
reach, i.e.. substances found on the floor 


Children two years of age 


or on the tops of low-lying pieces of 
furniture: in this study these substances 
were inedible household preparations. 
Children between the ages of two and 
four years are able to climb and open 
They are likely to discover sub- 
stances stored on high shelves or in 


doors. 


cabinets; these were shown to be medi- 
cines in this study. Flavored medicine 
(sometimes called “candy” by well- 
meaning parents) may tempt children 
older than two years to seek out and 
ingest potential poisons such as “baby” 
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aspirin, flavored laxatives, and brightly 
colored and syrupy cough medicines. 
Mellins, in describing the experience of 
the poison control center in Chicago. 
reported that children who were old 
enough to verbalize stated that they 
sought out and ate flavored “baby” 
aspirin because they like the taste.’” 

Color may be a predisposing factor 
for the accidental ingestion of various 
medications by children. In a_ recent 
study reported “from England, it was 
found that children were attracted more 
to brightly colored and brown (“choco- 
late”) tablets."! 

Two other predisposing factors which 
seem to be important in the etiology of 
poisoning accidents might be described 
by the terms “carelessness” and “un- 
awareness.” These seem to be reflected 
by those accidents in which the poison 
or potential poison ingested was not in 
its customary storage place and in 
which no effort had been made to store 
inedible household chemicals out of the 
reach of young children. 

The transfer of poisons and potential 
poisons from original containers to 
others, such as drinking glasses. food 
cans and jars. cooking utensils and 
howls, has been commented upon fre- 
quently and will not be discussed here. 
except to point out that this practice 
seems to involve petroleum products. 
pesticides, and paints and paint products 
more frequently than medicines or clean- 
ers and polishes. Whether such prac- 
tices indicate ignorance of potential 
toxicity or an attitude of immunity to 
accidents by parents is unknown. The 
data presented here can give little in- 
sight to the basis for these practices. 

The differences existing between the 
percentage distribution of poisons and 
potential poisons ingested in poisoning 
accidents tread by poison control 
centers, and the distribution of these sub- 
stances in cases reported to the centers 
as the result of telephone inquiries for 
toxicity and treatment information 
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probably reflect familiarity of physi- 
cians with pharmacologic and _toxi- 
cologic aspects of drugs and petroleum 
products. The increased frequency of 
telephone calls for information concern- 
ing various household polishes and 
cleaners and cosmetics probably reflects 
the relative lack of knowledge concern- 
ing ingredients and the toxicity of these 
agents. 

The data concerning seasonal pattern 
of poisoning accidents is in agreement 
with previous studies based on data from 
an individual poison control center.’ 
In general, medicines are accidentally 
ingested most frequently in cold months. 
The highest proportion of accidents in- 
pesticides warm 
A higher proportion of poison- 
petroleum 


volving occurs in 
months. 
ing accidents 
products also occurs in the warmer than 
Carithers has 


involving 


in the cooler months. 
suggested that an infant is more likely 
to drink kerosene in the summer be- 
cause of thirst.!* 

A higher proportion of poisoning ac- 
cidents involving products 
and pesticides was reported from the 
United States. Bain’ has 

kerosene was one of the 


petroleum 


southern 
noted that 
products contributing to the high acci- 
dental poisoning death rate for chil- 
dren in the southern states. The lethal 
effect of petroleum products in compari- 
son to that of household cleaners and 
polishes or medicines is noticeable also 
in this study. The inherent toxicity of 
the agent ingested, although a secondary 
factor with to causation of a 
poisoning accident, is nevertheless of 
very practical importance. 

There are other aspects of poisoning 
accidents which as yet have not been 
studied. carefully planned epi- 
demiologic investigation of multiple 
poisoning accidents in the same child 
or family may further elucidate impor- 
tant host factors. Wehrle, et al., studied 
the occurrence of repeated poisoning ac- 
cidents in the same child and in the 


respect 
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same family as part of an epidemiologic 
study of poisoning accidents in Syra- 
cuse.'* Their data appear to indicate 
an increase in risk associated with prior 
poisoning experience. 

There is a need for more specific 
knowledge concerning the accidental 
ingestion of “baby” aspirin in order to 
determine whether this product is so 
frequently ingested because of its taste 
or because of its widespread availability. 
A study to determine the influence, if 
any. of hunger and thirst on the fre- 
quency of poisoning accidents and the 
types of poisons and potential poisons 
ingested would be valuable. These and 
many more studies are needed in order 
to understand more fully the causative 
mechanisms underlying the accidental in- 
gestion of poisons and potential poisons. 


Summary 


1. Some 15,000 reports of poisoning 
incidents from 59 poison control centers 
in 20 states are summarized and ana- 
lyzed. 

2. Approximately 90 per cent of the 
incidents involved children under five 
years of age, and this analysis is largely 
confined to them. 

3. Fifty-six per cent of the children 
under five were males. In the age group 
five to nine, males also predominated. 
In the age group 10 to 14, males and 
females were equally involved, and in 
that over 15 years, females exceeded 
males considerably. 

1. Where age in months was avail- 
able, the period in which poisoning oc- 
curred most frequently was 18-24 
months. Almost one-fourth of all poison- 
ing cases in children younger than five 
years occurred in that age group, while 
three-fourths occurred in that between 
12 and 36 months. 

5. Considering age in years, two- 
year-olds ingested internal and external 
medicines and cosmetics more frequently 
than did any other age group. House- 
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hold cleaning and polishing agents, 
pesticides, petroleum products, and paint 
and paint solvents were ingested most 
frequently by one-year-old children, 

6. Considering ingestions by each age 
group, it was found that internal medi- 
cines comprised a higher proportion of 
substances ingested by three- and four- 
vear-old children than by other age 
groups. and this proportion increased 
External medications and 
pesticides were ingested in highest pro- 


with age. 


portion by one-year-olds and declined 
with age. as did cleaning agents and 
petroleum products. 

7. Various medicines ac- 
counted for half the poisoning incidents 
reported. Aspirin (largely “baby” 
type) accounted for half the internal 
medicine group and for 20 per cent of 
Household cleaning and 
polishing products were ingested in 17 


types of 


all accidents. 


per cent. pesticides in 10 per cent, and 
petroleum products in 6 per cent of all 
poisoning accidents; lesser amounts of 
paints, cosmetics, and plants were in- 
gested. 

8. Telephone inquiries to the centers 
were concerned with ingestion of house- 
hold cleaning and polishing agents and 
cosmetics in higher proportion than 
were cases treated at the centers. 

9. Poisonous or ‘potentially poisonous 
substances were not in their original 
containers in one-third of all 
Petroleum products, pesticides, and paint 
solvents were the most frequent offend- 
ers, while bottles were the most frequent 
The younger the 


Cases, 


substitute containers. 


child, the more frequently he ingested 
substances in substitute containers. 

10. Medicines and cosmetics were in- 
gested proportionately more frequently 
in colder months, with petroleum 
products, paint solvents, and pesticides 
more often in warmer months. 

11. The kitchen was the most fre- 
quent place of ingestion, followed by the 
bedroom and bathroom. Most products 
were not in their original storage places. 
but were found on furniture tops and 
on the floor. 

12. Parents were presumably super- 
vising the activity of the children in- 


volved in most cases, and in only 7 per 
cent of cases was there no supervision. 
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The first part of this study appeared in the November Journal. This 


concluding part reports the findings on the occurrence of accidental 


potsonings in a random sample of families in Syracuse, N.Y. 


Problems of reporting and prevention are discussed on the 


basis of the findings. 


THE EPIDEMIOLOGY OF ACCIDENTAL POISONING IN 
AN URBAN POPULATION | 


ll. PREVALENCE AND DISTRIBUTION OF POISONING 


P. F. Wehrle, M.D.; P. A. Day. M.D.: J. P. Whalen, M.D.; J. W. Fitzgerald, M.D.; and Virginia 


Goddard Harris, M.D. 


CCIDENTAL ingestion of common 

household substances represents an 
important cause of morbidity and mor- 
tality, particularly among young chil- 
dren.’* As is the case in other prob- 
lems, a clear definition of those per- 
sons at greatest risk is needed to design 
effective prophylactic methods and to 
avoid wasteful application of these 
methods. The data collected during the 
interviews to be described have been 
analyzed to define the prevalence of 
poisoning and the circumstances sur- 
rounding accidental ingestion of poten- 
tially harmful substances in the study 
area selected. 


Material and Methods of Study 


The selection of the study population 
and the method of interviewing each of 
the 1,069 families have been discussed 
in the preceding paper.* In this study 
accidental poisoning is defined as the 
ingestion of a toxic substance not in- 
tended for internal use. or, if intended 
for oral administration, potentially harm- 
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ful in the amount consumed. The pres- 
ence of symptoms and treatment sought 
were recorded but were not considered 
in the definition of an episode. 


Results 


The substances reported to have been 
ingested during the three time intervals 
selected prior to the single interview 
are listed in Table 1. Various types 
of medicine comprised more than half 
of all the episodes encountered. Fla- 
vored aspirin accounted for nearly half 
the medicines and approximately one- 
fourth of all poisoning episodes. Un- 
fortunately, data regarding the avail- 
ability of different types of aspirin in 
the households studied were not re- 
corded. The remainder of the items con- 
sidered is similar in distribution to that 
found in reviews of hospital experience. 

One of the defects often found in 
the retrospective collection of data is 
shown in this table. One-fifth of the 
entire previous year’s poisoning experi- 
ence was reported for the one-month 
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Table 1—Substance Ingested by Product Classification and Interval Prior to Interview 


(Study Group of 1,069 Families) 


Substance Interval Between Ingestien and Interview Per cent 
Ingested <1 month 2-12 months >!1 year Total Total 
Medicine 
Aspirin, adult 0 2 + 5.6 
Aspirin, flavored 3 10 27 25.3 
Other internal medicine l 8 22 20.5 
Medicine for external use 1 2 5 8 75 
Total medicine 5 22 36 63 58.9 
Miscellaneous 
Household products 0 5 6 ll 10.3 
Petroleum products 0 l 9 10 9.3 
Pesticides 0 1 5 6 5.6 
Paint and paint products 0 0 3 3 2.8 
Cosmetics 2 0 4 6 5.6 
Other 0 0 8 8 7.5 
Total miscellaneous 2 7 35 44 41.1 
Grand Total 7 29 71 107 ‘ 100.0 


period immediately preceding the inter- 
view. The previous year accounted for 
one-third of the episodes recalled for 
the family group since its inception. 
This strongly considerable 
themory loss regarding poisoning epi- 
sodes. Aspirin appeared to be particu- 
larly notable in this respect. 

In addition to the episodes recorded 
in this table, 21 persons were reported 


suggests 


as having been poisoned by gas or vapor 
of various types. This was most fre- 
quently a result of a failure of heating 
equipment and occurred almost entirely 
in the lower socioeconomic groups. The 
persons affected rarely sought medical 
attention and represented an atypical 
group in age distribution. Poisoning 
of this type will not be considered fur- 
ther in this study. 

Two deaths were reported among the 
cases recorded in the study group. Both 
were due to medicine intended for in- 
ternal use. The first was of a year- 
old boy who had swallowed an unknown 
quantity of antihypertensive medicine 
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within the year preceding interview. 
The other was of a four-year-old boy 
who had died several years prior to 
the study as a result of ingesting a 
strychnine-containing medicine intended 
for another member of the family. 
Physicians were consulted in only 79, 
or 74 per cent of the 107 poisoning 
episodes recorded. In Table 2 it is 
noted that the proportion of persons 
who consulted physicians or required 
hospitalization or emergency room treat- 
ment was not different in the various 
socioeconomic groups studied. While it 


it apparent that poisoning symptoms will 
usually be brought to a physician’s at- 
tention, some informants were not aware 
of the potential hazard of aspirin. Ap- 
proximately one-third (36 per cent) of 


accidental aspirin 


ingestion was not 


brought to a physician’s attention. This 
may be contrasted with the experience 
in other types of poisoning, where 80 
per cent or more had consulted physi- 


cians. 


As noted in Table 3, proportionately 
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more poisoning episodes were discovered 
in the survey than were reported through 
the hospital reporting system. If the 
2 per cent sample surveyed is truly 
representative of Syracuse, one would 
have expected about 1,800 (36X50) 
episodes to have occurred during the 
single year in the city, of which ap- 
proximately 1.300 would have been 
brought to either a physician or a hos- 
pital for treatment. It therefore appears 
that reporting of poisoning episodes in 
Syracuse is only about 15 per cent com- 
plete when one considers hospital _re- 
porting alone. When reports to the 
poison information center are also in- 
cluded, this figure is approximately dou- 
ble. It should be noted that although 
the total figures for the information 
center are larger than for the hospitals, 
many of the requests for information 
are from reporting hospitals and nearly 
half of the remainder are from suburban 
or distant communities. This is to be 
expected, since the information center 
was established to entire 
region. Therefore, only about half of 
the information center calls represent 
otherwise unreported cases for the city 
of Syracuse. 

Although the correlation between the 
types of substances encountered in the 
survey population and from hospital 


serve the 
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reporting is good, the information cen- 
ter data are quite different. Aspirin 
accounts for only about 1 per cent of 
the calls to the information service, 
and other medicines are correspondingly 
low. The categories for household prod- 
ucts, cosmetics, and miscellaneous items 
are correspondingly larger. This is to 
he expected, since physicians (who ac- 
count for 90 per cent of the information 
center requests) are less familiar with 
the composition and pharmacologic ac- 
tion of items in the latter categories. 
This difference clearly illustrates some 
of the problems involved in determining 
the rate and relative importance of 
various substances using data derived 
from either hospital reporting or poison 
information center 

All episodes of poisoning encountered 
in the survey are recorded by age and 
sex in Table 4. The most frequent age 
of involvement was two years, a single 
year accounting for more than one-third 
of all poisonings. Several of the epi- 
sodes of poisoning among older persons 
were due to errors in therapy, one 
medication being mistaken for another. 
Those with age recorded as unknown 
predominantly involve children accident- 
ally poisoned one or more years before 
the survey interview whose parents could 
not recall their exact age at the time of 


Table 2—Poisoning Episodes by Type of Treatment Sought (Study Group of 1,069 


Families) 


Socioeconomic Area* Studied 


I and Il 


Type of 


Treatment Number 


Ill and IV 


Vand VI All Areas, Total 


Number cent Number 


Per Per Per 
Number cent 


Physician or 
hospital 
No physician 
consulted 33 


Total : 100 


76 79 


24 28 


100 107 


* See definition of various areas given in Part I of this presentation; Area I is the highest, Area VI the lowest. 
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cent 
31 74 38 74 
ll 26 12 26 
42 100 50 100 


Table 3—Percentage Distribution of Substances Ingested by Persons in Study Group, 
as Compared with Distribution of Poisoning Episodes Reported from Syracuse Hos- 


pitals and Poison Information Center During an Identical 12-month Period (1957- 


1958) 


Total 
Substance Survey 
Ingested Per cent 


Source of Information 


Information 
Survey Hospitals Center 
Per cent Per cent Per cent 


Medicine 
Aspirin 30.9 
Internal medicines, other 20.5 
External medicines 


Miscellaneous 


Household products 10.3 
Petroleum products 9.3 
Pesticides 5.6 


Cosmetics 5.6 


41.7 35.3 1.3 
25.0 36.3 18.3 


13.9 6.8 20.6 
2.8 1. 1.6 
2.8 5.3 12.1 


Number of episodes studied 107 


36 190 514 


Note—Columns do not tota! 100 per cent due to the 


ingestion of the substance. although 
other details of the episode were re- 
called more clearly: - 

The age-specific rates for the one- 
year period prior to the interview in 
the various socioeconomic areas sur- 
veyed are noted in Table 5. Grouping 
of the six areas into three categories 
was necessary due to the small number 
of cases. It is immediately apparent 
that there is no increased risk in any 
of these combined socioeconomic areas. 
The striking difference in rates by age 
is consistent in all study areas. Of the 
cases occurring in the zero-to-four-year 
age group, 14 were recorded in two- 
year-olds, giving an age-specific rate of 
11.6 per 100 per year at that age. There 
was also a rather striking sex difference 
in this younger group. The rate for 
males aged one to four years was 8.7 
per cent per year, while that for females 
was 5.2 per cent per year, based on 
17 and 10 episodes, respectively. 

The rate in families is of course 
greatly influenced by the presence or 
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omission of miscellaneous group- 


absence of young children. It is inter- 
esting to note that among the 1,069 
families interviewed, one or more epi- 
sodes of accidental poisoning had oc- 
curred in 34 (3.2 per cent) during the 
previous year, and in 89 (8.3 per cent) 
at any time prior to the interview. 
When only families of five or more 
members are considered, these rates in- 
crease considerably. The latter (6.5 per 
cent) had a history of poisoning within 
one year, and 23 per cent had a similar 
history for the entire period prior to the 
interview. In view of the probable 
memory loss previously mentioned, these 
figures are indeed striking and offer a 
further indication of the magnitude of 
this problem. 

Since it is possible that large families 
or families with several members under 
the age of five or ten years may be at 
higher risk, the composition of the fami- 
lies of the two-year-old children (age of 
greatest poisoning prevalence) was 
studied. As shown in Table 6, there ap- 
pears to be no real difference in either 
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the number of young siblings or slightly 
older siblings in these families. The 
total family size was also similar. 

Although no apparent differences ex- 
isted between these families permitting 
the identification of special risks on 
the basis of age of siblings, number 
of siblings or family size, some families 
were identified that had experienced 
multiple episodes of accidental poison- 
ing. As might be expected, these in- 
volved the same person as well as dif- 
ferent members of the same family. 
None occurred simultaneously in more 
than a single member. 

In Table 7, families are classified by 


. . . 
the number of episodes involving one 


or more members of these families. Of 
the 1,069 families interviewed, 89  re- 
ported at least one episode of accidental 
ingestion of a potentially harmful sub- 
stance at some time prior to the study 
interview, giving a rate of 8.3 per 100 
families interviewed. Of these. 14 fami- 
lies reported multiple episodes involving 
either different persons at different times 
or repeated episodes involving the_same 
person. This represents 15.7 per cent 
of the total families reporting one or 


Table 4—Episodes of Accidental Poisoning by Age When Poisoned, by Sex and by 
Interval Prior to Study (Study Group of 1,069 Families) 
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more poisonings and therefore suggests 
that repeat episodes may occur in fami- 
lies already reporting one instance of 
poisoning somewhat more frequently 
than single instances in the general 
population studied. Several factors com- 
plicate this analysis, some of the more 
prominent being memory factors (re- 
peats may be recalled more easily than 
single ingestions). In addition, family 
size and composition may differ as be- 
tween repeaters and persons involved in 
single episodes, and other factors may 
‘also be present which are impossible to 
evaluate with a sample of this size. The 
problem of repeated episodes in families 
is currently under study and will be 
reported at a later date. 

The most striking feature regarding 
prevention appeared to be the location 
of the substance ingested. It was: usually 


‘in its proper container (in the case of 


over 70 per cent of episodes reported) 
but often in an unusual and accessible 
location. In Table 8 the location of 
medicines and other substances ingested 
in the home is recorded. Of the total 
of 107 episodes, 94, or 90 per cent, 
occurred within the home. 


Interval Prior to Interview 


Less than One Year 


Years Male Female Total Male 


More than One Year | Total 


Female Total Male Female Total 


4 

4 7 7 14 ll 

0 4 2 

4 2 3 5 2 

5-9 3 2 5 ] 
10-64 0 3 
65+ l 2 3 0 
Unknown* 0 0 0 10 
Total 21 15 36 32 


1 1 1 
8 11 7 8 15 
12 23 18 19 37 
2 4 6 2 8 
1 3 4 4 8 
1 2 4 3 7 
2 5 3 3 6 
0 0 1 2 3 
12 22 10 12 22 
39 71 53 54 107 


* Exact age 
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at poisoning not recalled by parent (predominantly children). 


: 
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Table 5—Accidental Poisoning During 12-Month Period, by Age 


and Socioeconomic 


Area, Syracuse, N. Y., 1958 (Study Group of 1,069 Families) 


Areas I and Il Areas IIL and TV 


Age Popu- 
Group 


Popu- 


lation Rate* lation Cases 


Cases 


Rate* 


Areas V and VI 
Popu 
lation 


Total Areas 
Popu 
lation Cases 


Cases Rate* 


0-4 5 71 190 

5-9 187 
10-19 5 224 
20-64 0.3 712 
65+ 


1,455 


Total 0.9 


Age Group 
1-4 years 
2 years only 


1-4 years, male 
1-4 years, female 


Total male 
Total female 


Groups of Special Interest 


508 
04 487 
648 

2.045 


Population 


390 
118 
196 
194 


1,940 
2,156 


* Rate per 100 persons per year. 
+ Less than one-tenth of 1 per cent. 


From the data in this table, confirm- 
ing many reviews of the experience of 
poison centers and hospitals, one may 
conclude that the substances ingested 
were not only easily accessible but were 
not in their proper locations. This is 
best 
where only about 10 per cent were in 


shown in the case of medicines, 
their proper location (medicine chest) 
at the time ingested. Indeed, the kit- 
other areas in the 


chen exceeded all 


home as a_ repository for accessible 
medicines. 

Although at least one parent was re- 
ported to have been at home in 91 of 
the 94 episodes (95 per cent) which 
occurred within the home. it is not 
possible to” evaluate the quality of 


parental supervision. 
Discussion 
An attempt has been made to assess 


the true incidence of accidental poison- 
ing in several socioeconomic divisions 


of an urban area by an interview tech- 
nic involving randomly selected families. 
No instances of suicidal poisoning were 
volunteered by the respondents. Poison- 
ing by gases and vapors was not in- 
cluded in the analysis, since this type 
of poisoning is somewhat unique in its 
distribution. 

One of the features deserving special 
consideration is the apparent lack of 
any geographic or socioeconomic ag- 
Although there has 
heen considerable speculation regarding 
the distribution of accidental poisoning 


gregation of cases. 


among various socioeconomic 
little information has become available. 
Hospital report data from New York 
City have been interpreted as evidence 
for an increased frequency of poisoning 


groups. 


among lower socioeconomic groups, but 
the possible bias introduced by this 
method of reporting was emphasized by 
the author.* Certain specific types of 
poisoning. notably lead, show a striking 


prevalence in slum areas.** Others, par- 
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ticularly kerosene and lye, may appear 
with increased frequency among racial 
groups or in large geographic areas.* 
A prior attempt to determine the pattern 
of accidental poisoning due to all causes 
in an urban area did not suggest any 
association with socioeconomic status; 
however, accurate rates were not pre- 
sented and the numbers of persons at 
risk in each category were not ade- 
quately delineated.” 

In the present study it is not possible 
to calculate accurate rates for the total 
of 107 episodes reported, due to popu- 
lation changes during the earlier period. 
Yet the proportions of episodes reported 
from each of the areas considered were 
similar to the pattern of equal socio- 
economic distribution of poisonings ob- 
served during the previous year. This 
would appear to offer some further evi- 
dence against any increased frequency 
of poisoning among certain socioeco- 
nomic groups in the city studied. 

A second feature of the present study 
deserving emphasis is the extremely high 
annual rate of accidental poisoning ob- 
served among young children in the 
study population. Nearly 12 per cent 
of the two-year-olds included had _ in- 
gested a potentially harmful substance 
within the year preceding the inter- 
view. This figure may be regarded as 
conservative, since the differences in 


Table 6—Children Aged 2 Years, By 


1,069 Families) 
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prevalence in the three time periods 
considered suggest that substantial mem- 
ory loss occurred. This extreme fre- 
quency of accidental poisoning in this 
age group is not widely appreciated by 
either physicians or parents. 

The problem of flavored aspirin, the 
most commonly reported poisoning sub- 
stance, is one which requires no further 
emphasis here, since considerable atten- 
tion has been directed toward this 
agent’? and many manufacturers are 
currently providing safety caps for their 
bottle containers.'' Perhaps the addi- 
tion of even more prominent warning 
labels than those in current use might 
inerease parental awareness of this par- 
ticular hazard.'* 

The contrast between data collected 
by random interview and those collected 
from hospitals and poison, information 
centers is interesting although not un- 
expected. Reporting of accidental poison- 
ing in Syracuse is: admittedly incom- 
plete. It should be noted that reporting 
is available from the larger hospitals 
and the poison information center. 
Therefore, one may conclude that it is 
probably as complete as may reasonably 
be expected in any city. Only about one 
episode in four was reported through 
these technics, while medical attention 
was sought in three episodes out of four. 

Although a definite age and sex pre- 


Poisoning Status Within the Previous Year 
Correlated with Number of Siblings By Age and Size of Family (Study Group of 


Number Family Members Total 
Status of of Siblings 0-4 Years Siblings 0-9 Years Family Members* 
2-year-old Families © Number Mean Number Mean Number Mean 


14 


Poisoned 


0.5 
Not poisoned 104 81 0.8 


Total or mean 118 88 0.7 


18 1.3 73 : 
171 1.6 528 5.1 


189 1.6 601 5.1 


* All ages included. 
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Table 7—Multiple Episodes of Poisoning 
in Families Based on History of Poison- 
ing at Any Time Prior to Study (Study 
Group of 1,069 Families) 


Families Interviewed 


Number 
with 
Poisoning 


Families 


at Risk 


No. of 


Episodes 


At least one 
episode 89 
Multiple 


episodes only 14 


disposition toward accidental poisoning 
exists, it is difficult to find other clear 
epidemiologic features which may be 
readily utilized in prevention. Neither 
the individual nor the family risk of 
repeating seems high enough to justify 
special efforts for those with a history 
of a single previous episode. The possi- 
bility of inadequate supervision exists, 
but a parent was at home in a majority 
of the episodes reported. 

In view of the diffuse nature of this 
problem and its relatively high inci- 
dence, it is reassuring to find at least 
two logical pojnts of attack for preven- 
tion. One of these would appear to lie 


in further efforts to make parents aware 
of the potential hazard of medicines 
and of many common household prod- 
ucts as a part of a general accident pre- 


vention program.®'* Adequate labeling 
laws are imperative in this approach. 
The other lies in keeping these poten- 
tially harmful substances in their proper 
places and making them inaccessible to 
toddlers through safety caps and the use 
of locked cupboards. These areas seem 
to be the most logical ones to empha- 
size in an attempt to reduce this com- 
mon household health problem. 

Since these approaches cannot be ex- 
pected to be completely effective. and 
since the development of new and often 
hazardous preparations for both house- 
hold and prescription use continues to 
increase the number of potential prob- 
lems for both parent and physician." 
the need for other measures should be 
stressed. These are the increased avail- 
ability of poison information services to 
physicians” and the establishment of 
facilitie for prompt treatment of emer- 
gencies in hospitals’ and in physicians” 
offices. It is only through a concerted 
effort toward both prevention and 
therapy that appreciable gains may be 
realized against this health hazard. 


Table 8—Location of Substance Ingested by Persons Involved in Poison- 
ing Episodes (Study Group of 1,069 Families) 


Medicines 
and 
Aspirin 


Room in 
Home 


Bathroom 
Bedroom 
Kitchen 
Dining room 
Other 


Total 61 


Totals 


Per cent 


Other 


Substances Number 


l 18 19.2 
6 18 19.2 
ll 31 33.0 
6.3 


22.3 


100.0 


* Seven were obtained from medicine chest. 
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Summary 


The occurrence of accidental poison- 
ing in a random sample of 1,069 house- 
holds in Syracuse, N. Y., was studied. 
Similar rates of poisoning were ob- 
served in all socioeconomic areas. The 
majority of the poisoning episodes oc- 
curred among young children. Nearly 
12 per cent of children two years of age 
had experienced an episode within the 
12 months prior to the study. In fami- 
lies of five or more members 6.5 per 
cent of families had experienced acci- 
dental poisoning in at least one member 
within the previous year and 23 per 
cent of these larger families had a his- 
tory of poisoning at some time in the 
past. Only 76 per cent of these episodes 
had the benefit of consultation with a 
physician. This seems due primarily 
to a lack of awareness of the potential 
hazard of aspirin and some of the com- 
mon household products, 

Lack of awareness of the potential 
hazard of household medicines and other 
substances was common. The related 
observation that the substance ingested 
was seldom in its proper (and inaccessi- 
ble) place was made. 

Although these observations do not 
offer a panacea for this problem, they 
serve to emphasize the need for con- 
tinued education of parents during rou- 
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tine health supervision as children enter 
the danger age of one to four years. 
Safety caps and safe storage places for 
medicine and household products offer 
at least a partial solution to the problem. 
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The field of school and college health programs is changing and it is 


important to know the trend and directions of change. 


This study 


endeavors to establish such trends and to determine their 


significance. 


THE SIGNIFICANCE OF CURRENT TRENDS IN 
SCHOOL AND COLLEGE HEALTH PROGRAMS 


Vary K. Beyrer, Ph.D. 


| Pes STUDY WAS made to determine 
the significance of current trends in 
the evolution of the school and college 
The term “trend” has 
many 


health program. 
varied connotations: it means 
things to many people, but -its exact 
meaning is not identified by the ma- 
jority of its users. From an analysis of 
the definitions found in dictionaries and 
other reference publications, the follow- 
ing statement was formulated for this 
study: 

A trend may be considered as a general 
prevailing movement, changing in a specific 
and indicated direction, and thus reflecting 
a recognizable change of tendency or em- 
phasis. 


This definition does not pinpoint a trend 
as necessarily a common practice, but 
rather as an acceptable tendency or 
movement in a certain direction. Many 
trends may not be in action universally, 
yet they are universally acceptable in 
theory. 


Procedure 


Identification was made of 104 trends 
reflected in the 300 pieces of literature 
published on school and college health 
education during the period from Janu- 


1934 


ary, 19148, to May, 1958. The trends 
were grouped according to similarity of 
subject matter in these five categories: 
the General School and College Health 
Program, School Health Service, Health- 
ful School Living, Health Instruction. 
and the College Health Program. For 
purposes of clarification, trends ~ in 
school health education as outlined in 
a 1943 study* were compared with the 
trends identified in this study. 

A check list containing the trends was 
sent to selected school and college health 
educators, public health educators, and 
general educators. These three educator 
groups were asked to assign a value 
judgment to each trend. The value 
judgments were of three types: “A” in- 
dicating trends of utmost importance 
and significance which should definitely 
he furthered, strengthened, and given 
great impetus; “B” denoting trends of 
lesser value but with minor significance: 
“C” signifying trends of little or no 
value which were insignificant and 
definitely need not be promoted. 

Data compiled from the check lists 


* Edith M. Lindsay, “Origins and Develop 
ment of the School Health Movement in the 
United States” (unpublished Ed.D. disserta- 
tion, Stanford University, 1943). 
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were treated by two methods. To de- 
termine which trends were assigned the 
highest number of “A.” “B,” and “C” 
evaluations, rankings of ten places were 
made; these rankings computed for total 
number of respondents and for each of 
the three educator groups (Tables 1-7). 
The Chi-square test was also applied 
to the judgements each 
trend by each of the three educator 
groups to ascertain whether there was a 
statistical difference of opinion among 
the responses of the three groups. 


assigned 


Number of Check Lists Returned 


Of the 144 check lists distributed, 
107, or 72.3 per cent were usable re- 
turns. Of the total respondents, 55 or 
51.4 per cent, were school health edu- 
cators; 25 or 23.4 per cent, were public 
health educators; and 27, or 25.2 per 
cent, were general educators. 


Findings 


Comparison of Trends in School Health 
Outlined by Lindsay in 1943 with 
Those Identified in This Study 

‘The most comprehensive piece of re- 
lated research concerned with trends in 
the field of school health is an unpub- 
lished dissertation at Stanford Uni- 
versity in 1943, “Origins and Develop- 
ment of the School Health Movement in 
the United States,” by Edith M. Lind- 
say. It contains in essence the tendencies 
and directions of most phases of the 
school healt+ program through the year 
1940. Therefore, the trends identified 
for this study were compared with 
trends established by Lindsay. Of the 
39 statements that named or inferred 
trends in the earlier study, 31 of the 
total of 104 trends in this study were 
deemed similar in general content. Of 
the 39 trends in the 1943 research, 16 
were not identified in the 1958 study; 
73 of the trends established in the 1958 
study were not mentioned in the earlier 
Of the trends in the two 


research, 
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studies that were similar, many exhibited 
slight variations in 1958; these were 
implementations of the original activity 
as described by Lindsay. 


Treatment of Data by Rankings* 


The following statements indicate 
where agreement existed among the 
three educator groups, or by the total 
respondents, concerning the value judg- 
ments which were assigned each trend: 

a. Although no single trend received 
100 per cent of any one of the three 
value judgments from the total respond- 
ents, two trends received 94 and 95 per 
cent “A” evaluations (indicating utmost 
value and significance), respectively: 
(1) Increasing recognition that the emo- 
tional health of the teacher influences 
the emotional tone of the classroom, 
and (2) growing acceptance of the 
health program as a vital and necessary 
part of the total educational panorama. 

b. A large number of trends received 
a majority of judgments indicating that 
they were of utmost value and signifi- 
cance. The ten highest-placed trends, 
assigned this value judgment by at least 
83 per cent of the total respondents, 
were: 

(1) Trend 63—Increasing recognition that 


the emotional health of the teacher in- 

influences the emotional tone of the 
classroom 

(2) Trend 2—Growing acceptance of the 
health program as a vital and necessary 
part of the total educational panorama 

(3) Trend 64—Emphasizing the importance 
of the health of all school personnel 

(4) Trend 96—Increasing the opportunities 
for inservice education of professional 
personnel in the form of workshops and 
conferences 

(5) Trend 73—Producing action in health 
education through the functional ap- 
proach to health instruction 


(6) Trend 74—Accepting the purpose of 
health education as a process which 
favorably influences knowledge, atti- 


tudes and practices 
*Selected tables of rankings containing 
additional findings are shown throughout this 
report. 
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Table 1—*A” Value Judgments as Assigned to Trends by 55 School 
Health Educators (Highest Ten Places) 


Per cent 
of 
Rank Total* Category Trend 


L5 95 GP Growing acceptance of the health program as a 
vital and necessary part of the total educational 
panorama (2) 


Enlarging and enriching the effectiveness of the 
basic college required course (92) 


Increasing recognition that the emotional health 
of the teacher influences the emotional tone 
of the classroom (63) 


Changing the philosophy related to the responsi- 
bility for medical and dental examinations 
from the educational institution to the family 
physician and dentist (50) 


Stressing the emphasis on desirable student be- 
havior and practices as the end product of the 
health instruction program (75) 


Acknowledging the need of a _ variety of 
methods, group procedures, and resources in 
teaching health (83) 


Accepting the basic health course as a part of 
a student's general education, particularly on 
the college level (93) 


Recognizing the need for basic professional 
health courses for all prospective teachers (96) 


Organizing the school health program with the 
realization that the family has the primary re- 
sponsibility for the health of the student (41) 


Emphasizing the importance of the health of all 
school personnel (64) 


Producing action in health education through 
the functional approach to health instruction 
(73) 


89 Organizing planned, flexible, and sequential 
health curricula in the schools (81) 


* 55 = 100 per cent. 
+ Category code: GP=General Program 
SHS=School Health Services 
HSL = Healthful School Living 
HI=Health Instruction 
CP=College Program 


Value judgments: “A” utmost value and significance; “B” =lesser value 
and minor significance; “C= little or no value and insignificant. 
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Table 2—“A” Value Judgments as Assigned to Trends by 25 Public 


Per cent 
of 
Rank Total* Category+ Trend 


15 100 SHS Involving the classroom teacher to a greater 
degree as part of the health team in the health 
service program (45) 


Recognizing the value of the continuous obser- 
vation and appraisal of students by all teach- 
ers (46) 


Growing acceptance of the health program as a 
vital and necessary part of the total educa- 


tional panorama (2) 


Increasing recognition that the emotional health 
of the teacher influences the emotional tone of 
the classroom (65) 


Utilizing the many facets of the health service 
program containing opportunities for learning 
about health and its protection (43) 


Producing action in health education through 
the functional approach to health instruction 
(73) 


Recognizing the need for basic professional 
health courses for all prospective teachers (96) 


Widening interest in the understanding of 
motivation as it is involved in the psychology 
of teaching health (76) 


Emphasizing the importance of the health of 
all school personnel (64) 


Accepting the purpose of health education as a 
process which favorably influences knowledge, 
attitudes, and practices (74) 


Stressing the emphasis on desirable student be- 
havior and practices as the end product of the 
health instruction program (75) 


Growing acceptance of the problem-solving 
method as an approach to the consideration 
of health problems (88) 


*25= 100 per cent. 
See Table 1. 


+ Category code: 


Value judgments: See Table 1. 
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Table 3—*A” Value Judgments as Assigned to Trends by 27 General 
Educators (Highest Ten Places) 


Per cent 
of 
Total* Categoryt Trend 


96 HSL Increasing recognition that the emotional health 
of the teacher influences the emotional tone of 
the classroom (63) 


Growing acceptance of the health program as 
a vital and necessary part of the total educa- 
tional panorama (2) 


Accepting the positive concept of health as a 
state of total well-being (5) 


Emphasizing the importance of the health of 
all school versonnel (64) 


Emphasizing the educational, nutritional and 
sanitary aspects of the school food service (72) 


Widening concern and expanding knowledge 
regarding child growth and development (4) 


Clarifying the role of the school in handling 
student personality and behavior problems (18) 


Organizing the school health program with the 
realization that the family has the primary re- 
sponsibility for the health of the student (41) 


Promoting the health and welfare of students by 
providing a school program organized and ad- 
, ministered with these factors in mind (66) 


Accepting the purpose of health education as a 
process which favorably influences knowledge, 
attitudes and practices (74) 


27 = 1) per ce 


* Category co 


Value judgments 


(7) Trend 5—Accepting the positive con- c. The five trends judged by at least 
cept of health as a state of total well- 50 per cent of the total respondents to 
being 

be of lesser value and minor significance 
program with the realization that the — concerned with the orig ” 
family has the primary responsibility the quantity of health education litera- 
for the health of the students ture, health education textbooks, and 

Trend 46—Recognizing the value of the resources available from commercial or- 

continuous observation and appraisal of ganizations, together with changes in 

students by all teachers 
the basic professional terminology and 
rene Involving the classroom “1: 
the utilization of parents and nonschool 


teacher to a greater degree as part of 
ta the: personnel in administering screening 


program tests. 


Trend 41—Organizing the school health 
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d. As groups, the three types of edu- 
cators differed regarding the specific 
trends to which they assigned the great- 
est number of evaluations denoting little 
or no value. However, the judgments 
of the total respondents ranged from 37 


st per cent to 18 per cent agreement that 
Se ten trends had little or no value and 
men were insignificant: 
(1) Trend 11—Suggesting changes in the 
basic professional terminology used in 


health education 


Per cent 
of 
Rank Total* Category 


(85) 


field 
(13) 


*107=100 per cent. 
+ Category code: See Table 1. 


Value judgments: See Table 1. 
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Table 4—“B” Value Judgments as Assigned to Trends by the Total of 
107 Respondents (Highest Ten Places) 


Augmenting the quantity of literature in the 
of school and college health education 


Utilizing parents and other nonschool personnel 
in administering screenivig tests, such as those 
for vision and hearing (47) 


Providing of leadership by professional health 
organizations in school and college health pro- 
grams (34) 


Analyzing the health misconceptions which exist 
among students and teachers (24) 


Attempting to include health learning experi- 
ences and concepts in all parts of the school 
and college curriculum (10) 


Releasing the student during school hours to 
obtain medical and dental treatment (51) 


Implementing the concepts of correlation and 
integration of health with the majority of sub- 
jects in the school program (82) 


SCHOOL AND COLLEGE HEALTH PROGRAMS 


Trend 91—Including driver training and 
driver education in school health and 
health education programs 

Trend 47—Utilizing parents and other 
nonschool personnel in administering 
screening tests, such as those for vision 
and hearing 

Trend 51—Releasing the student during 
school hours to obtain medical and 
dental treatment 

Trend 85—Increasing number of accept- 
able health resources available from 
commercial organizations 

(6) Trend 86—Increasing number of text- 


(3 


Trend 


] 60 HI Increasing number of textbooks published for 
school and college health courses (86) 


2 53 GP Suggesting changes in the basic professional 
terminology used in health education (11) 


3 52 HI Increasing number of acceptable health re- 
sources available from commercial organizations 


‘ 
ee 
4.5 51 GP 
6 M4 GP 
41 GP 
> 
) 40 GI 
Ay: 9 40 HI 
26 
1939 
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Table 5—"C” Value Judgments as Assigned to Trends by 55 School 
Health Educators (Highest Ten Places) 


Per cent 
of 


Rank Total* Categoryt Trend 


Suggesting changes in the basic professional 


terminology used in health education (11) 


Utilizing parents and other nonschool personnel 
in administering screening tests, such as those 
for vision and hearing (47) 


Including driver training and driver education 
in school health and health education programs 
(91) 


Augmenting the quantity of literature in the 
field of school and college health education (13) 


Releasing the student during school hours to 


obtain medical and dental treatment (51) 


Increasing number of acceptable health re- 
sources available from commercial organizations 


(85) 


Attempting to include health learning experi- 
ences and concepts in all parts of the school 
and college curriculum (10) 


Separating health education and physical edu- 


cation for purposes of administration, 
ing, and professional preparation (16) 


program- 


content areas as 
consumer health, 


Spotlighting such special 
alcohol, tobacco and narceties, 
and mental hygiene (90) 


Upgrading standards for desirable athletic com- 
petition in schools and colleges (37) 


Implementing the concepts of correlation and 
integration of health with the majority of sub- 
jects in the school program (82) 


Increasing number of textbooks published for 
school and college health courses (86) 


*55=100 per cent 


* Category code: See Table 1. 


Value judgments: See Table 1 


books published for school and college 
health courses 

Trend 13--Augmenting the quantity of 
literature in the field of school and col- 
lege health education 

Trend 10—Attempting to include health 
learning in all parts of the school and 


college curriculum 

Trend 16—Separating health education 
from physical education for purposes of 
administration, programing, and profes- 
sional preparation 

Trend 62—Changing the case finding 
technics for tuberculosis 
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Analysis of Chi-Square Test Data 

Treating the data with the Chi-square 
test resulted in the determination of the 
specific trends about which the three 
educator groups differed in their value 
judgments. In this study, a Chi-square 
which had a significant P value at the 
05 or .O1 level indicated that a differ- 
ence existed among the three groups of 
educators in the way in which they 
rated a trend. The difference in the 
composition of the score could be traced 
to certain variables; in this study those 


Table 6—“C” Value Judgments as Assigned to Trends by 25 Public 
Health Educators (Highest Ten Places) 
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variables might be occupational. A 
Chi-square with a high P value, that is, 
one above the .05 level of significance, 
indicated that the educator groups 
tended to be more homogeneous in their 
responses and that there was not a 
statistically significant difference of 
opinion. 

There were 63 trends which carried 
P values higher than the .05 level, that 
is, 61 per cent of the total of 104 trends; 
11 trends, or 39 per cent of the total, 
had significant P values. 


Per cent 
of 
Rank Total* Categoryt 


Trend 


GP 


te 


HI 


sources 
tions (85) 


Suggesting changes in the basic professional 
terminology used in health education (11) 


Including driver training and driver education 


Increasing number of acceptable health re- 


available from commercial organiza- 


in school health and health education programs 


(91) 


Increasing number of textbooks published for 
school and college health courses (86) 


Spotlighting the health aspects of physical edu- 
cation (14) 
Changing the case-finding technics for tuber- 
culosis (62) 
Augmenting the 
field of school and college health education (13) 


Attempting to include health learning experi- 
ences and concepts in all parts of the school 
and college curriculum (10) 


Upgrading standards for desirable athletic com- 
petition in schools and colleges (37) 


Spotlighting such special content areas as al- 


quantity of literature in the 


cohal, tobacco and narcotics, consumer health, 


and mental hygiene (90) 


*25= 100 per cent. 
+ Category code: See Table 1. 


Value judgments: See Table 1. 
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Table 7—“C” Value Judgments as Assigned to Trends by 27 General 
Educators (Highest Ten Places) 


Per cent 


of 


Rank Total* Categoryt 


Trend 


Attempting to include health learning experi- 
ences and concepts in all parts of the school 
and college curriculum (10) 


Suggesting changes in the basic professional 
terminology used in health education (11) 


Releasing the student during school hours to ob- 
tain medical and dental treatment (51) 


Increasing number of textbooks published for 
school and college health courses (86) 


Changing the case-finding technics for tuber- 
culosis (62) 


Extending the health education requirements 
for certification of classroom teachers (97) 


Augmenting the quantity of literature in the 
field of school and college health education (13) 


Increasing responsibility taken by boards of edu- 
cation for the administration of school health 
services (44) 


Utilizing parents and other nonschool person- 
nel in administering screening tests, such as 
those for vision and hearing (47) 


Including driver training and driver education 
in school health and health education programs 


2.5 33 GP 
2.5 33 GP 
33 SHS 
2.5 33 HI 
5.5 26 SHS 
§&S 26 cP 
8.5 22 GP 
8.5 22 SHS 
8.5 22 SHS 
8.5 22 HI 
(91) 
*27=100 per cent 
* Category code: See Table 1. 
Value judgments: See Table 1 


When considered by category, the 
three educator groups indicated the 
greatest homogeneity concerning the 
trends in the category, Healthful School 
Living. The category concerning which 
of the three groups reflected the greatest 
statistical difference of opinion was Col- 
lege Health Program. 

The three educator groups reflected 
the highest statistical difference of 
opinion about 14 of the 104 trends. 
These were the trends which showed a 
P value at the .O1 level, with four de- 


1942 


grees of freedom. The 14 trends are 
listed consecutively in the following as 
they appeared in the check list: 


Trend 14—Spotlighting the health aspects of 
physical education 

Trend 16—Separating health education and 
physical education for purposes of admin- 
istration, programing, and _ professional 
preparation 

Trend 21—Interpretation of basic medical 
knowledge and progress to the lay public 
by qualified experts through such media 
as radio, television, newspapers and maga- 
zines 
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Trend 29—Establishing interagency commit- 
tees and health councils at state and local 
levels 

Trend 44—Increasing responsibility taken by 
boards of education for the administration 
of school health services 

Trend 45—Involving the classroom teacher to 
a greater degree as part of the health team 
in the health service program 

Trend 56—Developing effective follow-up 
programs via the team approach in the area 
of health services 

Trend 75—Stressing the emphasis on desir- 
able student behavior and practices as the 
end product of the health instruction pro- 
gram 

Trend 80—Providing and requiring patterns 
of direct instruction through specific, 
graded courses carrying academic credit for 
junior and senior high school students 

Trend 88—Growing acceptance of the prob- 
lem-solving method as an approach to the 
consideration of health problems 

Trend 92—Enlarging and enriching the effec- 
tiveness of the basic college required 
course 

Trend 93—Accepting the basic health course 
as a part of a student’s general education, 
particularly on the college level 

Trend 97—Extending the health education 
requirements for certification of classroom 
teachers 

Trend 99—Emergence of school and college 
health education as an_ established cur- 
riculum of professional preparation 


Recommendations 


The trends receiving the highest rank- 
ings, which indicated that they were of 
significance and 


utmost value and 


Dr. Beyrer is assistant professor of health education, Department of Physi- 
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should definitely be furthered, can be 
considered guide lines to strengthen 
present programs and direct future pro- 
grams in school and college health edu- 
cation. 

No definite pattern can be traced in 
comparing the 14 trends reflecting sta- 
tistical differences of opinion and their 
presence or omission in the tables of 
rankings. Three of these 14 trends were 
deemed major and significant by the 
school health educators (Trends 75, 92. 
and 93) and three by the public health 
educators (Trends 43, 75, and 88). 
Therefore, it would seem highly desir- 
able that each of the three educator 
groups be made cognizant of and alerted 
to these and other differences of opinion 
indicated by the P values as each group 
strives to improve and strengthen the 
role it plays in the school and college 
health program. These trends should 
be further analyzed to determine 
whether the lack of agreement indicated 
is interfering with multidisciplinary co- 
operation regarding the school and col- 
lege health program and with program 
progress generally. 

School and college health educators 
should assume the initiative to clarify 
and interpret more adequately the worth 
of those trends they deemed of utmost 
significance but which did not appear as 
valuable or important to their colleagues 
in public health and general education. 


cal Education, Ohio State University, Columbus, Ohio. 
This paper was presented before the School Health Section of the American 
Public Health Association at the Eighty-Seventh Annual Meeting, in Atlantic 


City, N. J., October 21, 1959. 
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EDITORIALS 


Region, Metropolis and Form of 
Government: A Problem for 
Health Leadership 


HEN the Brooklyn Dodgers and 

New York Giants moved across the 
Continent to California they unwittingly 
provided a striking symbol of the virtual 
Hood of migration that has been such a 
marked feature of American life in re- 
cent decades. This movement of people 
has led not only to dramatic regional 
changes, but equally to differential 
growth of cities and their surrounding 
areas. Our cities have grown rapidly 
over the past hundred years, but it is in 
our century that the Aramatic evolution 
from the great city to the metropolitan 
area has taken place. On the eve of the 
Civil War, only New York (that is, the 
present five boroughs) was passing the 
million mark in population. By the 
turn of the century, however, New York 
with its adjoining suburbs contained a 
population about equal to that of the 
entire United States a hundred years 
earlier. But even by 1900, the country 
had only four metropolitan cities con- 
taining more than one million inhabi- 
tants, and only 15 others with popula- 
tions between 250,000 and one million. 
These metropolitan areas contained 21 
per cent of the total population. By 
1950, there were no less than 14 metro- 
politan areas of more than a_ million 


1944 


FRANCES 
Editorial 


Health 


inhabitants, another 19 with populations 
over half a million, and, altogether, 151 
such areas with populations of 100,00 or 
more.' By the year 2000, it is forecast. 
the United States may have 320 million 
people, and one-third of these will live 
in ten super-metropolitan areas.  Al- 
together it is estimated that urbanites 
will make up about 85 per cent of the 
population. 

Clearly, such vast urban growth adds 
a new dimension to American society. 
and throws into high relief opportunities 
as well as problems for the future. There 
can be no doubt that if these trends con- 
tinue, urbanism of the metropolitan type 
will dominate all aspects of American 
life. In fact. in some respects the future 
is already here. Journalists and others 
have turned the “exploding metropolis” 
into a cliché, and have made us all 
familiar with the current roster of 
metropolitan ills: traffic congestion, 
housing needs, the frictions engendered 
by shifting populations, the haphazard 
utilization of land, the wasting of water 
resources and numerous others. These 
maladies, however, even though they are 
the problems that confront us im- 
mediately, are in general not the funda- 
mental problems. Rather they are symp- 
tom” reflecting an accumulation of lags 
in the coordination of the various func- 
tions of the metropolitan community. 
These lags are in turn the consequence 
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of sporadic, uncoordinated, haphazard 
community growth. The fact is that 
the metropolitan community just grew 
like Topsy—or if one wishes to be polite, 
one can say it evolved over a period of 
several generations—and we now face 
the consequences. 

Moreover, this growth of the me- 
tropolis has occurred along various di- 
mensions, not only vertically and 
horizontally, but equally in terms of eco- 
nomics, communications, and various 
services such as water supply, sewage 
disposal, recreation, and others. For 
better or worse, midcentury America is 
organized and operates as a system of 
metropolitan centers, each located in a 
specific geographic, economic and social 
setting. Complicated and diverse ties 
exist between the metropolis and_ the 
region in which it is situated. One of 
these, the water supply problem, ‘has re- 
ceived a good deal of attention lately 
and is likely to require even more atten- 
tion in the future. 

These situations can be viewed with 
alarm or we can see them as opportuni- 
ties for action. One thing is clear. The 
developments described above challenge 
many of the concepts held by public 
health workers... For example, what will 
remain of local government and its in- 
stitutions if the nature of locality is 
radically altered? And how will this 
affect the institutions concerned with 
public health? How about current con- 
cepts of the community? Are they valid 
in this new framework of metropolis and 
region? 

Haphazard growth has meant poor 
community development and many difh- 
cult problems. The metropolitan com- 
munity of the coming decades will need 
to be carefully planned within a regional 
framework so that there may be more 
efficiently coordinated patterns for such 
services as transport, water and sewer- 
age utilities, medical care, and others. 
Here is an opportunity for research and 


application. The time for professional 
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myopia and the limited vision of local 
concern is long past. Even the local 
problems are today seen more realisti- 
cally when viewed in a_ perspective 
which goes beyond the local area to the 
regional and national level. Responsi- 
ble leadership in public health at all 
levels of national and community life 
must take cognizance of the facts and 
take action to deal with the impact of 
urbanism and metropolitan growth. 
Creative action for humane community 
life is a major need of our time and the 
future will judge us for our contribu- 
tion toward this end. 


1. Pickard, Jerome P. Metropolitanization 
of the United States. Research Monograph 2, 
Urban Land Institute, Washington, D. C., 
1959: Dunean, Otis D., et al. Metropolis and 
Region, Baltimore, Md.: Johns Hopkins Press, 
1960. 


A Word of Thanks 


In the course of the year the Editor 
of the Journal has enjoyed the aid and 
guidance of a considerable group of 
people. the largest number of whom are 
members of our Association. Some have 
assisted in reviewing books, others have 
prepared guest editorials or suggested 
topics for such treatment, while still 
others have reviewed manuscripts and 
have helped the Editor in arriving at a 
decision as to their suitability for pub- 
lication. We are aware that public 
health workers tend to carry on more 
than one activity at a time, and time is 
therefore precious. For this reason we 
are exceedingly grateful to all those who 
have so willingly given of their time 
and knowledge. As we complete another 
volume of the Journal, we wish you well 
for the coming year, and we expect to 
enjoy the cooperation of all those who 
have helped so far, as well as of others 
whom we hope to involve in 1961 in 
making the Journal more than ever the 
organ of American public health. 
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THE ALBERT LASKER AWARDS FOR 1960 


Nineteen hundred and sixty marks the 15th annual presenta- 
tion of the Albert Lasker Awards by the American Public Health 
Association. The Lasker Awards are given by the Albert and Mary 
Lasker Foundation to individuals and groups for outstanding con- 
tributions in research related to diseases which are the main Causes 
of death and disability and for distinguished service in the field 
of public health administration. 
The Awards were conceived not only to honor the recipients 
and to dramatize their accomplishments, but also to arouse in- 
creased professional and public interest in medical research and public health 
administration and to aid in the rapid dissemination of vital new health information 
to the peoples of the earth. 

Since their founding in 1946 the Albert Lasker Awards of the American Public 
Health Association have come to be regarded among the nation’s primary medical 
honors. Ten of the recipients have later received Nobel Prizes. 

The Award consists of a statuette of the Winged Victory of Samothrace, .a 
beautiful leather-bound, illuminated citation, and a check for $2,500. A stipend of 
$5,000 accompanies the Special Award. 

The Awards for 1960 were presented at the Second General Session of the 
Association’s Annual Meeting in San Francisco, Calif.. November 3. 

Leona Baumgartner. M.D.. commissioner of health, New York City, and chair- 
man of the Awards Committee, was assisted by Malcolm H. Merrill, M.D.. director 
of public health, State Department of Public Health, Berkeley, Calif., and president, 
APHA, in presenting the citations to the following recipients: 


SPECIAL AWARD IN PUBLIC HEALTH gineer, he evolved a progressively broadened 
concept of environmenta! hygiene and pio- 
neered in programs that sought to exploit new 
horizons for public health engineering. 

While on the staff of The Johns Hopkins 
University from 1921 to 1959, when he re- 
tired as professor of sanitary engineering, 
he brought to education the unique admix- 
ture of the precision of thinking of the engi- 
neer, the breadth of view of the ecologist, 
the curiosity of the intellectual and the 
humanity of the citizen. 

As a leader of both lay and professional 
health groups, as consultant to great  in- 

Abel Wolman, Dr.Eng. dustrial stra and adviser to government 

The Johns Hopkins University, Baltimore, Md. bodies in this and other countries, his en- 
gineering skill and organizational genius have 

Over a period of nearly a half ‘century, contributed much toward achieving a healthier 

Abel Wolman has had three distinguished environment for many peoples. 

careers: first in public service, second in Out of the integration of these unique 
professional education, and third in states- qualities emerged a wisdom that has been 
manship and world citizenship. recognized and acclaimed by his peers 

During the 24 years he was on the staff throughout the world and in the exercise 

of the Maryland State Department of Health, of which he has brought honor to the pro- 
the last 17 of which he served as chief en- fession of public health. 
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AWARD IN PUBLIC HEALTH 


John B. Grant, M.D. 


University of Puerto Rico, San Juan, 
Puerto Rico 


For more than 40 years as a public health 
leader first in China and India and during 
the postwar years as an international con- 
sultant on niedical care, John Black Grant 
has served ~humanity with distinction and 
mature understanding. 

Born in Ningpo, China, he joined the 
staff of The Rockefeller Foundation in 1918 


CRIPPLED CHILDREN'S PROGRAM OF THE 
CHILDREN'S BUREAU, U. S. DEPARTMENT OF 
HEALTH, EDUCATION, AND WELFARE 


Arthur Lesser, M.D. 
Director, Division of Health Services 
(accepting award) 


The Crippled Children’s Program has 
helped four and one-quarter million  chil- 
dren who are handicapped or with condi- 
tions which might lead to handicaps. Not 
only were children helped but millions of 
other handicapped persons, young and old, 
have benefited by the extensive services 
which were set up under its aegis, in and 
out of hospitals. 

This program is unique in that it has 
stimulated the extension of the highest 
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and spent almost two decades in the Far 
East as a key figure in the Peking Univer- 
sity Medical College and The Rockefeller 


Foundation’s China program. He recog- 
nized ‘early the necessity of raising the 
standard of living by improvements in agri- 
culture, education, and village administra- 
tion as a basis for a permanent public 
health program. 

From China Dr. Grant moved to India 
to serve as director of the All India Insti- 
tute of Hygiene and Public Health, which 
today plays a major role throughout the 
Orient. Later he became interested in the 
crucial problem of providing better medical 
care in those countries with progressive 
systems of conventional medicine, surgery 
and public health. This led him to his 
present post as technical consultant to the 
regionalization project in Puerto Rico. 

International statesman of public health, 
a recognized authority on the problems of 
preventive medicine and medical care, John 
Grant has exerted tremendous influefice' on 
modern health programs in many parts of 
this world. 


PUBLIC HEALTH 


quality of services, developing new compre- 
hensive ones when and where needed for 
cardiac cripples, polio victims, amputees, 
the epileptic, cerebral palsied, congenitally 
handicapped, those with speech and_hear- 
ing defects, with nephrosis and other chronic 
diseases. Each year the demand for these 
services has increased, with the rate per 
10,000 children served doubling in 22 years. 

Existing private and public agencies, pro- 
fessional and parent groups have beeh ex- 
tensively involved in the program. Despite 
its meager funds, the Crippled Children’s 
Program has made wide use of the poten- 
tial strength in each community, and has 
added thereto the scientific direction and 
the specialized knowledge necessary to de- 
velop better services. Its special project 
grants have also fostered regional and 4ntra- 
state services for the very hard-to-care-for 
group. Training of specialists in short supply 
has been supported. 

This federally supported medical care 
program, with its emphasis on high quality 
care, is widely approved by physicians, hos- 
pitals and local communities everywhere. 
An administrative triumph of no mean scope 
has been achieved. 

The future health of the nation’s young 
and old would be greatly enhanced were 
other tax-supported medical care programs 
to strive for quality in the same spirit. 
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CHRONIC DISEASE CONTROL PROGRAM OF 
THE CALIFORNIA STATE DEPARTMENT OF 
PUBLIC HEALTH 


Lester Breslow, M.D. 
Chief, Bureau of Chronic Diseases 


This group award is in recognition of a 
concept, an organization, and a public health 
physician. 

The concept is that the prevention and 
control of chronic disease should be a mat- 
ter of public health concern. While this is 
generally accepted today, it was not so 15 
years ago. 

The organization is the California State 
Department of Public Health and its Chronic 
Disease Control Program. Started in 1946, 
this program has been steadfastly supported 
by the department and its leadership role has 
been great. Proper concern with discovery 
of the extent and causes of chronic illness 


soon led to the undertaking of research, and 
this, in turn, to a broadening of the apprecia- 
tion and application of available skills and 
knowledge in disciplines other than those to 
which we in public health were habituated- 
such as the behavioral sciences. Thus, the 
scientific team approach became an important 
part of this undertaking. 

This farsighted activity on the part of the 
California State Department of Public Health 
was among the earliest organized programs 
by an official health agency in this country. 
However, as with any new group undertaking, 
it required leadership. So let us turn to the 
leader—the physician. 

When Dr. Lester Breslow became the 
first. chief of the newly created Bureau of 
Chronic California in 
1946, he did so with a vision and a purpose- 
fulness that were, indeed, unique. For 15 
years he has devoted his efforts and abilities 
almost exclusively to the challenge of the 
chronic diseases. As statesman, administrator, 
and inspirer of group research, he ranks high 
among those who have carried our under- 
standing of etiology, prevalence, and control 
to levels little thought possible two decades 
ago. The many studies under his guidance 
in the fields of multiphasic screening, mor- 
bidity sarvey technics, etiology of chronic 
illness, and, currently, the ecologic setting in 
which illness occurs, are all of outstanding 
importance. He and his program stand 
among the foremost in this field. 


Disease Control in 


JOINT AWARD IN MEDICAL RESEARCH 


M. H. F. Wilkins, Ph.D. 


King's College, London, 
England 


Literally scores of investigators—who, as 
is our custom, are likely to remain largely 
unsung—have performed many ingenious ex- 
periments over the years which have led to 
widespread recognition of the fact that 
DNA (desoxyribonucleic acid) is one of the 


1948 


F. H. C. Crick, Ph.D. 


Cambridge University, 
Cambridge, England 


James D. Watson, Ph.D. 
Harvard University, 
Cambridge, Mass. 


principal elements in the metabolic proc- 
esses of cells and thai it plays a leading 
role in the transmission of inheritable char- 
acteristics. This demonstration of the bio- 
logical significance of DNA has served to 
stimulate research directed at determining 
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the structure of this important molecule. 
Here, too, many investigators have  con- 
tributed significantly to “setting the stage” 
for the conduct of the particular research 
for which this citation is given. 

The painstaking x-ray diffraction studies 
of M. H. F. Wilkins provided a most im- 
portant clue which was pursued in an_ in- 
genious fashion and to a logical conclusion 
by F. H. C. Crick and J. D. Watson to the 
end that the structure of the DNA molecule 
was revealed. Even though the structure 
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James V. Neel, Ph.D., M.D. 


University of Michigan, Ann Arbor, Mich. 


James V. Neel, Ph.D., M.D. After a 
brief career in zoology, Dr. Neel entered 
medical school and completed his training 
in internal medicine in 1946. Since that 
time he has risen to a pre-eminent position 
in the feld of human genetics, and, as 
professor of human genetics and_ internal 
medicine at the University of Michigan. 
he symbolizes the recognition in this country 
of the great importance of genetics as a 
branch of medical science. 

His work on two imprrte exses of 
the blood—thalassemia ane sick.e cei anemia 
—demonstrated conclusively that genetic 
principles are applicable to the study of 
many major diseases and not just to elucida- 
tion of the inheritance of bizarre anatomical 
or metabolic abnormalities. By the use of 
simple laboratory tools for recognition of 
the minor abnormalities exhibited by the 
carriers of abnormal genes, he was able to 
prove that the classical disease, sickle cell 
anemia, was the clinical expression of the 
abnormal gene in the homozygous offspring of 
parents, each of whom manifested the sickle 
cell trait. This fundamental contribution 
was independently confirmed in the brilliant 
work of Pauling and his associates upon the 
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described may be altered subsequently to 
some extent, it will nevertheless serve as a 
substantial contribution to a better under- 
standing of the location of specific genetic 
information and of the means by which 
replication and mutation of genes may take 
place. 

The research of Wilkins, Crick, and Wat- 
son has provided a firm foundation for the 
many advances in man’s fight against the 
ravages of disease that will surely follow 
this enlightened discovery. 


MEDICAL RESEARCH 


L. S. Penrose, M.D., F.R.S 
University College, London, England 


chemistry and inheritance of human hemo- 
globins. 

In addition to this and several other im- 
portant contributions to our knowledge of 
the operation of genetic mechanisms in 
human diseases, Dr. Neel’s work with the 
Atomic Bomb Casualty Cofnmission in Japan 
has made him one of the world’s outstanding 
authorities on the genetic effects of ionizing 
radiation in man. The continuing observa- 
tions in Japan, based upon his careful theo- 
retical formulations of the extraordinarily 
dificult problems involved in drawing valid 
conclusions from data collected in a large 
population group, have assured mankind that 
maximal! information for its future guidance 
in the peaceful development of nuclear energy 
will be extracted from the horrors of atomic 
warfare. 


L. S. Penrose, M.D., F.R.S. One of the 
great pioneers of modern human _ genetics, 
Professor Penrose has played a major role in 
laying the foundations for the rapid devel- 
opment of this branch of science during 
recent years as its general importance to 
medicine has been recognized. 
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Beginning 30 years ago with an interest human chromosomes associated with con- 
in the heredity of mental disease, he con- genital defects, particularly mongolism. 
ducted a long series of researches which Throughout this career, Professor Pen- 
culminated in a_ classic publication, “The rose has been a source of inspiration and 
Biology of Mental Defect.” which is not guidance to many younger workers in his 
only an extraordinarily comprehensive  sur- field who have come to the Galton Labora- 
vey of the etiology of mental deficiency but tory at University College for training and 
also an outstanding treatise on human who are now pushing forward the frontiers 
genetics. of human genetics in many parts of the 

Professor Penrose and his associates have world. His work, both as an_ investigator 
been responsible over the years for studies and as a teacher, represents an important 
which touch all aspects of human genetics, contribution to knowledge in the life sci- 
including genetic analyses of most of the ences: it has brought an increased under- 
known hereditary diseases, contributions to standing of the complex interactions —be- 
mathematical genetics, biochemical genetics, tween heredity and environment which 
the study of gene linkage in man, and theo- underlie human disease and has led to the 
retical work on the mutagenic effect of development of conceptual schemes which 
ionizing radiations. Most recently their at- have stimulated new and _ fruitful investi- 
tention has been turned to abnormalities of gations in medicine. 


JOINT AWARD IN MEDICAL RESEARCH 


Ernst Ruska, Dr.Eng. James Hillier, Ph.D. 
Berlin Institute of Technology, RCA Laboratories, Princeton, N. J. 
Berlin, West Germany 


The modern electron microscope has ex- broad reawakening of interest in the fine 
tended the range of human vision to objects structure of biological material and has 
several hundred times smaller than those demonstrated the existence of order in di- 
which can be seen with the light micro- mensions which previously were invisible. 
scope. It has revealed structure where none For their major contribution to the design, 
could be seen previously and where little construction, development and perfection of 
was thought to exist. the electron microscope, which led to the 

This remarkably precise scientific instru- creation of an unique and much used research 
ment, the potential resolving power of which instrument. this joint award is presented to 
is still to be fully realized, has produced a Dr. Ernst Ruska and Dr. James Hillier. 


1960 Is the Golden Anniversary Volume 


of the American Journal of Public Health 
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Presipent: Marion W. Sheahan, R.N., New York, N. Y. 

Presipent-Evect: Charles Glen King, Ph.D., New York, N. Y. 

Vice-Presipent: G. R. F. Elliot, M.D., Vancouver B. C., Canada 

Vice-Presipent: Humberto Olivero, Jr., Guatemala City, C. A. 

Vice-Presipent: Margaret F. Shackelford, Oklahoma City, Okla. 

Treasurer: D. John Lauer, M.D., New York, N. Y. 

CHAIRMAN OF THE Executive Boarp: John D. Porterfield, M.D., Washington, D. C. 
Executive Director: Berwyn F. Mattison, M.D., New York, N. Y. 

Deputy Executive Director: Thomas R. Hood, M.D., New York, N. Y. 


Scientific Exhibits Win Citations at San 
Francisco Annual Meeting 


Certificates of merit were placed on 
ten of the scientific exhibits shown at 
the 88th Annual Meeting in San Fran- 
cisco. 

The Committee on Scientific Exhibits, 
S. S. Lifson, chairman, conducted its 
annual survey, viewing 74 scientific ex- 
hibits. The committee was ably assisted 
by a group of health educators from 
state and local health departments, and 
by a group of students from the Uni- 
versity of California School of Public 
Health at Berkeley. 

The cited exhibits were sponsored by: 
California State Department of Public Health 
Dade County Department of Public Health: 

University of Miami School of Medicine: 

Dade County Medical Association 
Metropolitan Life Insurance Company 
National Heart Institute 
National Tuberculosis Association 
New York State Health Department 
Pan American Health Organization 
U. S. Department of Agriculture, Meat In- 

spection Division 
U. S. Public Health Service: 

Division of Engineering Services 

Division of Hospital and Medical Facilities 
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Miscellany 


A report on several highlights of the 
88th Annual Meeting of APHA in San 
Francisco will appear in the next issue 
of the Association newsletter “This is 
the News.” Members may expect to re- 
ceive the newsletter early in January. 

The resolutions adopted by the Gov- 
erning Council in San Francisco will be 
printed in the January issue of the 
Journal. The same issue will present a 
summary of actions taken on all the 
resolutions submitted to the 1960 Reso- 
lutions Committee (showing also the 
respective Sections, committees, etc., sub- 
mitting them). 


Membership ($12) and Fellowship 
($20) dues are payable at this time. 
The Membership Department is pres- 
ently processing bills through APHA’s 
new IBM equipment. Since this is the 
first time such a billing procedure has 
been employed, some members may an- 
ticipate a delay in receiving their bills. 
They need not, however, delay paying 
their membership dues; this they can do 
before they are billed, if they wish. 


4 
1951 


NEWS OF AFFILIATED SOCIETIES AND BRANCHES 


APHA Affiliated Societies and Branches 


Society and Secretary 


ALABAMA PUBLIC HEALTH ASSOCIATION, Ralph 
Roberts, State Health Dept., Montgomery 

ARIZONA PL BLIC HEALTH ASSOCIATION, Verona 
Massey. State Dept. of Public Health, Phoenix 

ARKANSAS PUBLIC HEALTH ASSOCIATION, Mrs. 
Vada Russell, State Health Dept. Bidg., Little Rock 

CALIFORNIA, NORTHERN PUBLIC HEALTH ASSO- 
CIATION, Mrs. Joan Davis, City Health Dept., San Jose 

“CALIFORNIA, SOUTHERN. PUBLIC HEALTH ASSO- 
CIATION, Dorothea Hansen, City Health Dept., Los 


\ngeles 12 

COLORADO PUBLIC HEALTH ASSOCIATION, Alice 
de Bruyn Kops, 4660 S. Delaware, Englewood 

CONNECTICUT PUBLIC HEALTH ASSOCIATION, 
Shirley Thayer, R.N., 61 Arnold Way, West Hartford 7 

CUBAN PUBLIC HEALTH SOCIETY, Dr. Raphael Calvo 
Fonseca, Calle 19 No. 511 Altos Vedado, Havana 

FLORIDA PUBLIC HEALTH ASSOCIATION, Everett H. 
Williams, Jr.. P. O. Box 210, Jacksonville 

GEORGIA PUBLIC HEALTH ASSOCIATION, Mrs. 
Martha Power, State Health PDept., Atlanta 3 

HAWAII PUBLIC HEALTH ASSOCIATION, Alison Mac- 
Bride, R.N.. 510 S. Beretania St., Honolulu 13 

IDAHO PUBLIC HEALTH ASSOCIATION, Ralph Car- 
penter, 124 N. Capitol Blvd., Boise 

ILLINOIS PUBLIC HEALTH ASSOCIATION, William J. 
Hixon, Evanston Health Dept., Evanston 

INDIANA PUBLIC HEALTH ASSOCIATION, Malcolm 
J. MecLelland, State Board of Health, Indianapolis 

1OWA PUBLIC HEALTH ASSOCIATION, Lioyd Coe, 
lowa Hospital Association. 1012 Liberty Bidg., Des 
Moines 

KANSAS PUBLIC HEALTH ASSOCIATION, W. W. Wil- 
more, Kansas Tuberculosis and Health Asen., 1134 
Topeka Ave., Topeka 

KENTUCKY PUBLIC HEALTH ASSOCIATION, Miss 
Peggy Fisher, 275 E. Main St., Frankfort 

LOUISIANA PUBLIC HEALTH ASSOCIATION, A. G. 
Owens, P. O. Box 1872, Monroe 

MARYLAND PUBLIC HEALTH ASSOCIATION, 
C. Murray Wylie, M.D., 615 North Wolfe St., Balti- 
more 5, M 

MASSACHUSETTS PUBLIC HEALTH ASSOCIATION, 
Mrs. Elizabeth K. Caso, Dept. of Health, Cambridge 

MICHICAN PUBLIC HEALTH ASSOCIATION, Howard 
Hilton, Washtenaw County Health Dept., County Blidg., 
Ann Arbor 

MINNESOTA PUBLIC HEALTH ASSOCIATION. D. S. 
Fleming, M.D., State Dept. of Health, University Cam- 
pus, Minneapolis 

MISSISSIPPI PUBLIC HEALTH ASSOCIATION, H. E. 
Boone, P. O. Box 1700, Jackson 

MISSOURI PUBLIC HEALTH ASSOCIATION, Mrs. 
Nadia Craver, Sth Fl., State Office Bldg., Jefferson City 

MONTANA PUBLIC HEALTH ASSOCIATION, Thomas 
S. Willett, Montana Public Health District 1, Hardin 

NEBRASKA PUBLIC HEALTH ASSOCIATION, Mrs. 
Jack Carey, Lincoln Dairy Council, 620 Sharp Bldg., 
Lincoln, Neb 


Minnesota Invites Middle States 


At the 14th annual meeting of the 
Minnesota Public Health Association 
(September 29-30 in St. Paul) regis- 
trants numbered 530, 102 of whom filed 
A mem- 
bership of 889 active members was re- 


applications for membership. 


ported at the business session on Sep- 
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NEVADA PUBLIC HEALTH ASSOCIATION, Mrs. Elaine 
Walbroek, 101 W. Arroya, Reno 

NEW JERSEY PUBLIC HEALTH ASSOCIATION, Waldo 
McNutt, M.P.H., Delaware River Drive, Frenchtown 

NEW MEXICO PUBLIC HEALTH ASSOCIATION, 
Daniel T. Marley, P. O. Box 8066, Albuquerque 

NEW YORK CITY, PUBLIC HEALTH ASSOCIATION 
OF, Frances Ann McVey, 4317 Robinson St., Flushing 
N. ¥. 

NEW YORK STATE PUBLIC HEALTH ASSOCIATION, 
Carline Millican, Rochester Regional Office, State 
Health Dept., Rochester 

NOKTH CAROLINA PUBLIC HEALTH ASSOCIATION, 
Robert W. Brown, Box 7525, Asheville 

NORTH DAKOTA PUBLIC HEALTH ASSOCIATION, 
Alice H. Peterson, M.D., State Dept. of Health, Bis- 
marck 

OHIO PUBLIC HEALTH ASSOCIATION, Mrs. June 
O'Donnell, 3516 Braddock St., Dayton 

OKLAHOMA PUBLIC HEALTH ASSOCIATION, Bill 
Burk, 3400 North Eastern, Oklahoma City 

OREGON PUBLIC HEALTH ASSOCIATION, Muriel 
David, City Bureau of Health, 203 N.E. 28th Ave., 
Portland 

PENNSYLVANIA PUBLIC HEALTH ASSOCIATION, 
Emma J. Petach. R.N., 324 N. Second St., Harrisburg 

PUERTO RICO PUBLIC HEALTH ASSOCIATION, Mrs. 
Mae de Acin, Apartado 211, San Juan 2 

SOUTH CAROLINA PUBLIC HEALTH ASSOCIATION, 
Emily Anne Easterling, Richmond County Health Dept., 
Columbia 

SOUTH DAKOTA PUBLIC HEALTH ASSOCIATION, 
Alice Brady, R.N.. State Dept. of Health, Pierre 

TENNESSEE PUBLIC HEALTH ASSOCIATION, C. B. 
Tucker, M.D., State Dept. of Health, 420 Sixth Ave., 
N., Nashville 

TEXAS PUBLIC HEALTH ASSOCIATION, Joseph N. 
Murphy, Jr., State Dept. of Health, Austin 

UTAH PUBLIC HEALTH ASSOCIATION, Katherine 
Brandon, M.D., P. O. Box 25, Foothill Station, Salt 


Lake City 

VIRGINIA PUBLIC HEALTH ASSOCIATION, Robert M. 
Parker, 40) Colley Ave., Norfolk 7 

WASHINGTON STATE PUBLIC HEALTH ASSOCIA- 
TION, Vance McCallister, 1509 Public Safety Bldg., 
Seattle 4, Wash. 

WEST VIRGINIA PUBLIC HEALTH ASSOCIATION, 


Mrs. Katherine L. Brown, State Dept. of Health, 
Charleston 5 

WISCONSIN ASSOCIATION FOR PUBLIC HEALTH, 
Paul Weis, RR No. 2, Waunakee 

WYOMING PUBLIC HEALTH 
Holder, P. O. Box 2203, Cheyenne 

MIDDLE STATES BRANCH, APHA, Thelma Luther, 
Dept. of Health. Des Moines, lowa 

SOUTHERN BRANCH, APHA, M. L. McDonald, Dallas 
Health Museum, Dallas, Tex. 

WESTERN BRANCH, APHA, Robert G. Beaumier, 1309 
Smith Tower, Seattle, Wash 


ASSOCIATION Lee 


tember 29. The members also approved 
the Executive Committee’s invitation to 
the Middle States Branch of the Ameri- 
can Public Health Association to hold 
its 1962 annual meeting in Minnesota. 
If the invitation is accepted, the Minne- 
sota, North Dakota, and South Dakota 
Public Health Associations plan to co- 
sponsor the meeting. 
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Robert K. Anderson. D.V.M., M.P.H., 
associate professor, Division of Veterin- 
ary Bacteriology and Public Health, 
School of Veterinary Medicine, Uni- 
versity of Minnesota, was installed as 

president. Other officers for 1960-1961 

are: 

President-Elect—Henry Bauer, Ph.D., director 
of medical laboratories, and deputy execu- 
tive officer, Minnesota Department of Health, 
Minneapolis 

Vice-President—Karl R. Lundeberg, M.D., 
health commissioner, Minneapolis Health 
Department 

Treasurer—Stewart C. Thomson, M.D., M.P.H., 
protessorund assistant director, School of 
Public Health, University of Minnesota, 
Minneapolis 

Executive Secretary—D. S. Fleming, M.D., di- 
rector, Division of Disease Prevention and 
Control, Minnesota Department of Health 

Representative to the APHA Governing Coun- 
cil—A. B. Rosenfield, M.D., M.P.H., director, 
Division of Special Services, Minnesota De- 
partment of Health (outgoing president) 


The first general session was a sym- 
posium on aging. At the second session 
C. David Loeks, director, Twin Cities 
Metropolitan Planning Commission, St. 
Paul, keynoted a panel discussion on 
“Population, Progress, and Public 
Health” with a paper on “Population 
Pressures in the Next Decade.” At the 
luncheon meeting Mario Fischer, M.D.. 
executive officer, St. Louis County Health 
Department, Duluth, asked “Do we need 
County Health Departments?” David E. 
Price, M.D... Dr.P.H., deputy director. 
National Institutes of Health, presented 
the fiith Albert Justus Chesley. M.D. 
Memorial Lecture, “Public Health in 
1970.” at the banquet. 

The second day opened with break- 
fast meetings for individual professional 
groups. These were followed by a gen- 
eral session on the relative roles of 
official and voluntary agencies as they 
relate to cleft lip and palate problems 
and to heart disease. This was keynoted 
by Gaylord W. Anderson, M.D.. di- 
rector, School of Public Health, Uni- 
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versity of Minnesota. At the luncheon, 
the Reverend John C. Kaufman, board 
chairman, West Central Mental Health 
Clinic, Willmar, discussed the develop- 
ment of the state’s community mental 
health clinics. The final session was de- 
voted to oral polio vaccines, and was 
chaired by Leonard M. Schuman, M.D., 
professor of epidemiology, School of 
Public Health, University of Minnesota. 


South Dakota: How to Enact Laws 


Delegates to the 1960 Joint Confer- 
ence on Welfare, Health, and Rehabilita- 
tion at Rapid City assumed the guise of 
legislators. The conference, held this 
year September 14-16, is sponsored an- 
nually by South Dakota’s Public Health 
Association, Social Welfare Conference, 
and Chapter, National Rehabilitation As- 
sociation. 

The program consisted of a mock 
legislative session. Nine bills were in- 
troduced, sent to committees, passed, 
and so on, using the same procedures as 
are used in the state legislature. All 
were concerned with problems of the 
aging. And “there was enough foolish- 
ness thrown in to make it fun besides,” 
according to the rapporteur. 

At the business meeting of the South 
Dakota Public Health Association, 
Cecelia schuck, Ph.D., professor of food 
and nutrition research, South Dakota 
State College. Brookings, succeeded 
Wesley Duiker as president. Other 
SDPHA officers for 1960-1961 are: 
President-Elect—Robert Huffaker, D.V.M. 
Vice-President—Harold Tommervik 
Secretary-Treasurer—Alice Brady, R.N., South 

Dakota Health Department, Pierre 


Public Health in Orbit: Wisconsin 
The Wisconsin Public Health Associa- 


tion took off from Madison on a 
metaphorical journey into space on 
June 14 and 15 at its 12th Annual Meet- 


ing. 
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The first general session was prepara- 
tory. C. K. Kincaid, M.D., Madison 
County's health commissioner and 
WPHA’s president, was the Project 
Engineer on “The Launching Pad.” 
Norman B. Ryder, associate professor 
of sociology, University of Wisconsin, 
spoke on the significance of population 
trends in “Measuring the Target.” 
Robert \. Barr. M.D.. executive officer, 
Minnesota State Department of Health, 
made “The Count Down to Reality,” in 
a review of the public health problem 
of today and tomorrow. “Public health 
for over 100 years has been concerned 
with the threat of disease and deficiency, 
a battle in which it has achieved notable 
success.” he said. “Today it must turn 
its concern from disorder of deficiency 
to disorder of excess, from hazards of 
infectious diseases to hazards of ex- 
cessive nuclear radiation, excessive 
smoking. excessive pollution of our en- 
vironment—even excessive eating and 
drinking.” 

Looking toward the future, and 
specifically at fringe areas, Dr. Barr 
pointed out that “Every metropolitan 
area (Wisconsin has five) has become a 
patchwork of the new and the old. Here 
central core cities and mushrooming 
suburbs are each faced with peculiar 
needs. Human needs have set goals in 
public health and other fields that may 
well result in a completely new philoso- 
phy as to the place of government in our 
individual and collective lives.” 

“Take off: Understanding the Nature 
of Man” was the topic of the second 
general session. Answers were sought 
to such questions as: What are the ob- 
stacles to acceptance of public health 
education? What factors are important 
in evaluating the impact of programs? 
Edward .Wellin, Ph.D.. field director, 
APHA Study of Behavioral Sciences in 
Public Health, stressed the fact that 
understanding why people act as they 
do is a prerequisite to working effec- 
tively with them. James F. Crow, 
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Ph.D., chairman, Department of Medi- 
cal Genetics, University of Wisconsin, 
briefly reviewed some of the new 
knowledge of genetics. He noted that 
mankind's long-term genetic future may 
be influenced by common chemicals en- 
countered in life. by x-rays, and also by 
keeping alive some genes that in former 
years would have been weeded out. John 
D. Altmeyer, M.D.. supervisor, Mental 
Health Division, Milwaukee Health De- 
partment, pointed out that when health 
workers cannot, for a variety of reasons, 
guide people to the solution to a prob- 
lem. they should be mature enough to 
steer them to someone else who can. 
Success or failure in health education is 
frequently dependent on public health 
workers’ unconscious emotional _atti- 
tudes not only toward people but also 
toward health and ill-health, he said. 
Each of the three concurrent section 
meetings planned as follow-up to the 
second session (and called “Signals from 
Space”) presented a public health prob- 
lem in which the principles of under- 
standing human behavior were crucial 
to the solution. One section heard the 
“West Bend Story” told by a panel of 
citizens who were able to protect the 
public’s interests when the fluoridation 
issue had been placed on referendum. 
“The Problems of Family X” served as a 
basis for discussion of interdisciplinary 


responsibilities at the second meeting. 
The third topic was “Sanitation Inspec- 
tions and Surveys” as seen from the 
points of view of persons operating 


businesses. 

“Recovery from Outer Space” was at- 
temp'ed at the final session by a panel 
which included: William Kasakaitas, 
Wisconsin Farm Bureau, Madison; M. S. 
Kagan, “.D.. State Medical Society, 
Appleton: Harold Schrubbe, Community 
Services Director, Community Welfare 
Council, Milwaukee; and Mrs. R. W. 
Cutler, president, Visiting Nurse As- 
sociation, also of Milwaukee. They were 


the others of “as others see us.” the 
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subtitle of the session. Consolidation of 
local health departments, they said, is 
one of the state’s most important public 
health needs. Some other needs: de- 
velopment of more programs for older 
citizens; improvement in operation of 
nursing homes, and more extensive use 
of lay people in the public health pro- 
gram. 

At the business meeting WPHA con- 
ferred honorary memberships on Wil- 
liam D. Stovall, M.D.. for 43 years di- 
rector of the State Laboratory of 
Hygiene, and on M. Starr Nichols, 
Ph.D., who from 1949 to 1959 was as- 
sistant director of the same laboratory. 

The new president of WPHA is G. G. 
Shields, M.D.. district health officer. 
Wisconsin Rapids. Other officers for 
1960-1961 are: 

Vice-President—Rosemary Vahldieck, R.N., 
University of Wisconsin School of Nursing, 
Madison 

Secretary-Treasurer—Paul Weis, Waunakee 


The Wisconsin Public Health Coun- 
cil’s annual meeting was held on June 
13 in conjunction with the WPHA con- 
ference. Among the session topics were 
the development of local health services, 
the local health officer system, and the 
health manpower situation in Wisconsin. 
M. W. Stuessy. M.D.. Brodhead, is coun- 
cil president. 


Nebraska: Variations on a Theme 


Administration, community _ health, 
school health. and professional health 
education were the four parts of the 
conference theme, “Education — for 
Healthful Living.” at the Nebraska Pub- 
lic Health Association’s 10th annual 
meeting (Omaha, September 28-30). 

The theme was appropriate, said 
Violet DuBois. M.P.H., president of 
NPHA, since “Increasingly, we in public 
health are coming to realize that educa- 
tion of citizens in our neighborhood. 
our city, and our state is essential in 
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solving many modern public health 
problems.” She also took stock of NPHA. 
“On the positive side,” the executive 
committee has been active in upgrading 
NPHA, the resolutions committee has 
developed a system whereby NPHA can 
lend its prestige to needed improvements 
in health legislation, and voluntary 
health agencies have given considerable 
support to NPHA. “On the negative 
side, there remains a deep-seated feel- 
ing of apathy among many members of 
our organization, an attitude of indiffer- 
ence—a ‘what's in it for me’ attitude—. 
No doubt this can be found in many or- 
ganizations. including others in the field 
of public health. Bu., so long as such 
an attitude is widespread. we can never 
expect our organization to grow and 


prosper the way it should.” 

At the banquet, E. D. Lyman, M.D.. 
director. Omaha-Douglas County Health 
Department, Omaha. received the annual 
individual award for “excellence in 
leadership” as an “imaginative director 
of the public health program in Omaha.” 
The organization award went to the 
Home Extension Clubs of Nebraska; 
Mrs. Keith Lessert. Merriman, president 
of the Council of Home Extension Clubs 
in Nebraska accepted the plaque. 

At the business meeting the members 
voted to increase the membership dues 
from $2 to $5 a year. The new officers 
for 1960-1961 are: 

President—E. A. Rogers, M.D., M.P.H., di- 
rector of health, Nebraska Department of 
Health, Lincoln 

President-Elect—Lester M. Jensen, director of 
health education, Lincoln-Lancaster County 
Health Department, Lincoln 

Vice-President—Mrs. A. L. Rousey, Fremont 

Secretary—Mrs. Jack Carey, executive di- 
rector. Lincoln Dairy Council, Lincoln 

Treasurer—H. E. McConnell, M.P.H., director 
of laboratories, Nebraska Department of 
Health, Lincoln 

Representative to the APHA Governing Coun- 
cil—Harle V. Barrett, M.D., M.P.H., di- 
rector, Department of Preventive Medicine, 
Creighton University College of Medicine, 
Omaha 
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Nevada Public Health Association 


The most recent addition to the roster 
of state public health associations is 
Nevada’s, which held its first business 
meeting in September at Sparks and 
heard its first scientific paper. This was 
presented by Edward L. Russell, M.D., 
president of the Western Branch- 
APHA, who spoke on the obligations of 
professional public health associations. 

The following officers were elected for 
1960-1961: 

President—Daniel J. Hurley, M.D., state 
health officer, Nevada State Department of 
Health, Carson City 

President-Elect—D. D. Carr, M.D., M.P.H., 
health officer, Clark Ceaunty Health De- 
partment, Las Vegas. (Also appointed to 
the Western Branch Regieral Board.) 

Vice-President—Robert Bull 


Secretary—Mrs. Elaine Walbroek, executive 
director, Nevada TB & Health Association, 
Reno 


Treasurer—George Roan 


The Nevada association will hold its 
next annual meeting in the «arly fall of 
1961 at Las Vegas. 


(Editor's note: This report was prepared 
for the “News from the Field” section of the 
Journal. As the December issue goes to press, 
however, the report is transferred to these 
columns, news having been just received that 
the APHA Governing Council approved the 
NPHA’s and the Wyoming Public Health As- 
sociation’s applications for affiliation at the 
88th Annual Meeting of APHA in San 
Francisco. Dr. Hurley, NPHA president, is 
the Association’s delegate to the APHA Gov- 
erning Council. News of the Wyoming affiliate 
will be reported in a later issue of the 
Journal.) 


APHA membership application blank on page XXIX 


Journals Wanted 


If there are any readers who have no further need for their February or 
March, 1960, Journals, the Association would be grateful if members would mail 


them to the Association at 1790 Broadway, New York 19, N. Y. 
and February, 1959, are also much needed. 


Issues of January 


VOL. 50, NO. 12, A.J.P.H. 


We 
At 
1956 
fia 


EMPLOYMENT SERVICE 


The following pages present information for those seeking public health personnel and for 


those seeking positions in public health. Other information concerning vacancies and personnel 
available is on file in the Association office. Anyone wishing to have the benefit of this additional 
information can obtain it by writing to the Vocational Counseling and Placement Service of the 


Association. 


Advertising space in these pages is available at special rates for the use of employers or 
individuals. The charges are $5 for the first 50 words or fraction thereof and $1 for each 
additional 10 words or fraction thereof. There is no charge to members or Fellows of the 
Association who desire to utilize the Positions Wanted portion of these pages. Closing date 
for receipt of advertisements is the first of the month preceding the desired month of publication. 
All correspondence should be sent to the American Public Health Association, 1790 


Broadway, New York 19, N. Y. 


A challenging opportunity for medical work 
in Burma. A Young General Practitioner 
or Surgeon is urgently needed to assist the 
founder and chief of a 250-bed hospital in 
northern Burma, Dr. Gordon S. Seagrave. 
He must be an American and be willing to 
accept an appointment for at least two years. 
It could be lifetime work if the candidate 
were so inclined and if life in Burma proved 
rewarding to him. A married man is pre- 
ferred, but this is not essential. However, if 
the doctor were married, and to a trained 
nurse, there would be an important place for 
her in the nurses’ training program. Or if 
she were a schoolteacher, an opportunity to 
teach in the secondary school on the hospital 
compound is available. Modest salaries, 
travel expenses, and a western style house 
will be provided the doctor and his family. 
Write Box PH-11, Employment Service, 
APHA. 


Public Health Physician—to act as chief. 
Division of Preventive Medicine, in San Diego 
County Public Health Department. Broad 
administrative experience with a recognized 
local health department required. Annual 
salary $14,616-$16,116, plus 10 per cent if 
certified by the American Board of Preven- 
tive Medicine and Public Health. Write 
County Civil Service, Room 403, Civic Center, 
San Diego 1, Calif. 


Health Officer—for Mesa County Health 
Department. Starting salary $12,000 per year. 
This is an established health unit with head- 
quarters in Grand Junction, Colo. Please 
contact Dalton Roberts, Administrative 
Officer, Colorado State Department of Public 
Health, 4210 East llth Ave., Denver, Colo. 


Psychiatrist—to act as director of the 
Community Mental Health Services program. 
Starting salary up to $1,244 per month de- 
pending upon qualifications of applicant. 
Contact Dalton Roberts, Administrative 
Officer, Colorado State Department of Public 
Health, 4210 East llth Ave., Denver, Colo. 
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Public Health Officer—eligible for 
American Board certification, to head well 
established department, Jefferson County, foot- 
hills of Rockies and part of Denver metropoli- 
tan area. Ideal location, rapidly growing 
county, progressive government. Population 
127,000; 1960 budget $184,800; 1961 proposed 
budget $231,500. New building to be com- 
pleted in 1961. Starting salary $12,876, with 
average annual increments $650. Starting 
date July 1. 1961. Write Director, Jefferson 
County Health Department, Court House, 
Golden, Colo. 


Physician—to serve with Department of 
Health clinical team working with children 
having a variety of crippling conditions. Will 
have professional and administrative responsi- 
bility for operation of specified fields of 
crippled children services. Requires comple- 
tion of general internship in an approved 
hospital and not less than two years’ employ- 
ment in pediatrics or completion of two-year 
internship in pediatrics and M.P.H. Also 
eligibility for license to practice medicine 
and surgery in Connecticut. Merit system, 
sick leave, annual vacation. Reply to B. Dear- 
ington, State Department of Health, State 
Office Bldg., Hartford, Conn. 


Health Director—Minimum qualifications: 
M.D. with training and experience in public 
health. Salary $12,000-$14,000 per year. 
Apply Personnel Director, Old City Hall, 
126 South First St., Rockford, II. 


Public Health Director—for Public 
Health Department in Portland, Maine, com- 
munity of 80,000 and center of metropolitan 
area of about 150,000. Department staff of 
37 engaged in progressive public health pro- 
gram, including active housing inspection and 
enforcement of minimum housing standards 
and environmental sanitation. Council- 
manager form of government since 1923. 
Health department enjoys excellent relation- 
ships with private and voluntary agencies, 
and a real civic interest in public health 
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matters exists. Health department budget 
for 1960 totals $160,000. Portland offers an 
unparalleled opportunity for constructive pro- 
fessional work and for pleasant living. 
Degree in medicine required. Degree in 
public health or willingness to obtain graduate 
training in the field is desired. Salary open. 
Write Julian H. Orr, City Manager, City 
Hall, Portland, Maine. 


Director—for progressive and well estab- 
lished County Health Department serving a 
rich agricultural-industrial area south- 
eastern Michigan; population 76,000.  Eli- 
gibility for Michigan licensure, training and 
experience in public health required. Address: 
Lenawee County Health Department, 113 
West Front St., Adrian, Mich. 


Health Commissioner—County unit, serv- 
ing 100,000, Hudson River Valley, with head- 
quarters at Kingston, N. Y. This is an estab- 
lished unit with a well trained staff of 50. 
Experience and training for health officer re- 
quired. Salary $14,000, plus necessary travel. 
For details write to Mr. Harry Kaplan, Presi- 
dent, Ulster County Board of Health, 15 Main 
St., Kingston, N. Y. 


Health Director—for Cabarrus County 
Health Department, Concord, North Carolina. 
Located 20 miles from Charlotte. Excellent 
program operating. Budget $124,000. North 
Carolina license required. Salary dependent 
on merit system qualifications. For further in- 
formation write C. A. Furr, Chairman, Box 
867, Concord, N. C. 


Pediatrician—for State Health Depart- 
ment. To act as pediatric consultant within 
the agency and work with professional and 
lay groups in the field. Included in work: 
hospital standards, school health problems, 
statistical studies, future program planning. 
Starting salary $12,240. Ohio medical license, 
one-year internship, at least two years’ 
graduate training required; preferably Board 
of Pediatrics or eligible. Civil service posi- 
tion, vacation, sick leave,-annual salary in- 
crements, and retirement plan. Staff ap- 
pointment to state university if eligible. 
Address inquiries to Division of Child Hy- 
giene, Ohio Department of Health, Columbus 
15, Ohio. 


Health Officer—Starting <alary $12.600- 
$15,000 depending on qualifications. Jackson 
County, Medford, Ore., in the heart of the 
beautiful Rogue River Valley, about equal 
distance from Portland and San Francisco. 
M.D. and M.P.H. degrees, plus some public 
health administrative experience. Ability to 
secure medical licensure in Oregon under the 
merit system. Apply to Mr. A. T. Johnson. 
Personnel Director, Oregon State Board of 
Health, P. O. Box 231, Portland 7, Ore. 
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Outstanding career opportunity 
with the City of Los Angeles 


DISTRICT HEALTH OFFICER 


$997-$1.236 a month 


Must be duly licensed to practice medi- 
cine in the state of California. 


One year of responsible public health 
medical experience in a public health 
agency required. 


Master's degree in public health desir- 
able. 


Write immediately to: 
George M. Uhl, M.D., Health Officer 
Los Angeles City Health Department 
111 East First Street 
Los Angeles 12, Calif. 


Director—for the South Plains Health De- 
partment. Headquarters in Brownfield, Tex. 
Salary $14,000 per annum, plus $2,400 travel 
expense per annum. Must meet the require- 
ments of the Texas State Department of 
Health. For more information write Judge 
Charles Lawrence, Box 847, Seminole, Tex. 


District Health Officer—for Grays Harbor 


County, Wash. Salary range $12,456-$14,868. 
M.D., M.P.H., and two years’ public health 
experience or residency training, or three 
years’ general medical experience. Eligibility 
for state license required. Inquire: Personnel 
Officer, State Health Department, Smith 
Tower, Seattle 4, Wash. 


District Health Officer—Public health ad- 
ministrator of a district area; district epi- 
demiologist. Plan, organize, supervise work 
of professional staff consisting of engineers, 
nurses, sanitarians, nutritionists, dental hygien- 
ists, health educators, and social workers. 
Requires M.D. and M.P.H. degrees and li- 
cense to practice medicine in Wisconsin. 
Salary: beginning level $12,048-$15,048 per 
year based upon number of years of residency 
training and certification by the American 
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Board of Preventive Medicine. Maximum 
salary $16,848 per year. Civil service, vaca- 
tion, sick leave, Social Security, retirement, 
group health and life insurance benefits, travel 
allowance. For applications and further in- 
formation write R. J. Siesen, Personnel 
Officer, State Board of Health, State Office 
Bldg., Madison 2, Wis. 


Director, Local Health Services—Work 
with district health officers and professional 
staff in improvement of local health services. 
Act as liaison between district and central 
office staff. Requires M.D. and M.P.H. de- 
grees, two years’ residency, certification by 
the American Board of Preventive Medicine, 
and license to practice medicine in Wiscon- 
sin. Beginning salary $16,248 per year; maxi- 
mum salary $18,048 per year. Civil service, 
vacation, sick leave, Social Security, retire- 
ment, group health and life insurance bene- 
fits, travel allowance. For applications and 
further information write R. J. Siesen, Person- 
nel Officer, State Board of Health, State 
Office Bldg., Madison 2, Wis. 


Director, Bureau of Maternal and 
Child Health—Plans and directs a state-wide 
program for the conservation and improve- 
ment of maternal and child health: coordi- 
nates and supervises the activities of the 
bureau. Major activities include the child 
guidance, school health, and nutrition pro- 
grams. Requires M.D. and M.P.H. degrees, 
certification by the American Board of Pre- 
ventive Medicine or Pediatrics, preferably the 
latter, and license to practice medicine in 
Wisconsin. Beginning salary $18,648 per 
year: maximum salary $20,448 per year. Civil 
service, vacation, sick leave, Social Security. 
retirement, group health and life insurance 
benefits, travel allowance. For applications 
and further information write R. J. Siesen, 
Personnel Officer, State Board of Health. 
State Office Bldg... Madison 2, Wis. 


Veterinary Inspector—Licensed graduate 
of an accredited veterinary college. Impor- 
tant benefits offered in addition fo excellent 
opportunities for advancement. Salary $6,863 
with experience in field of public health. 
Address communications to Cincinnati Health 
Department, Division of Meat and Dairy In- 
spection, City Hall, Cincinnati 2, Ohio. 


Consultant Nurse—to participate in plan- 
ning and conducting dnservice education pro- 
grams for nursing homes on a_ state-wide 
basis. Bachelor's degree in nursing: some ex- 
perience in hospital or public health nursing. 
Salary $4,320-$5,520, plus liberal mileage and 
per diem allowance. Civil service. vacation, 
sick leave, Social Security, retirement bene 
fits, group insurance. Write Personnel Officer, 
State Health Department, State Office Bldg., 
Montgomery 4, Ala. 
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Public Health Nurses—Work and play 
in growing Arizona. Openings in state and 
county public health departments. Salaries 
start from $355-$581 depending on qualifica- 
tions. Civil service, vacation, sick leave, re- 
tirement benefits. Write Arizona Merit Sys- 
tem, Capitol Bldg., Phoenix, Ariz. 


Public Health Nurse—Immediate open- 
ings in generalized health program in beauti- 
ful, smog-free Fresno. Metropolitan hub of 
San Joaquin Valley. Close to three national 
parks, two colleges, and other cultural ad- 
vantages. Salary $4,836-$6,036. Requires 
California registered nurse license and Cali- 
fornia public health nurse certificate. Ap- 
pointments will be made pending issuance of 
aforementioned license and certificate. Civil 
service positions, but examination not re- 
quired. Apply immediately to Fresno County 
Civil Service Office, Room 101, Hall of 
Records, Fresno 21, Calif. 


Supervising Public Health Nurse—Posi- 
tion requires college graduation and one year 
of postgraduate study in nursing and three 
years’ supervisory public health nursing ex- 
perience. Salary $6,060-$7,584. Apply San 
Mateo County Civil Service Commission, 
Court House, Redwood City, Calif. 


California’s choicest area needs Super- 
vising Public Health Nurses—The city of 
San Jose invites your application if you have 
an M.S. degree in public health nursing and 
two years’ experience in public health nurs- 
ing. Age 21-50. Salary $517-$646. Excellent 
working conditions and benefits. Generalized 
public health program, including school nurs- 
ing. Write Personnel Director, Civil Service 
Department, City Hall, San Jose, Calif. 


Public Health Nurse—Challenging posi- 
tion in a Detroit suburb of 115,000 for one 
with experience and training in public health 
nursing. Salary $4,936-85.674 per year. Ap- 
plication and bulletin available from Person- 
nel Department, City Hall, Dearborn, Mich. 


Public Health Nurses—for generalized 
public health nursing in the New Mexico 
Department of Public Health. Opportunities 
for advancement, retirement plan, and other 
fringe benefits. Write Merit System Director, 
136 W. Palace, Santa Fe, N. M. 


Public Health Nursing Supervisor—Vol- 
untary agency offering programs of compre- 
hensive nursing care of the sick, rehabilitation, 
maternity and health guidance. Responsibili- 
ties and salary ($5,500-$6.575) dependent on 


past experience. Requires master’s degree 
from program providing advanced preparation 
in supervision and administration. Good 


personnel policies. Community with varied 
cultural opportunities. Write Dorothy Rusby. 
Director, Visiting Nurse Association, 3300 
Chester Ave., Cleveland 14, Ohio. 
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Consultant-Public Health Nurse—A 
creative, imaginative person with a master’s 
degree and progressive public health nursing 
experience is being sought by the Division of 
Public Health Nursing, Public Health Serv- 
ices of Philadelphia, to work in a_ newly 
created position to help develop a_ broad 
program for the school-age child. The salary 
offered is $6,717-$7.357, with generous fringe 
benefits. For details write to Madelyn N. 
Hall, Director, Division of Public Health 
Nursing, Department of Public Health, 500 
South Broad St., 2nd Floor, Philadelphia 46, 
Pa. 


Public Health Nurse Superintendent 

Responsible for the planning and execution 
of policies and procedures of a comprehensive 
public health nursing program. Must possess 
a degree in nursing from an accredited col- 
lege, and a master’s degree in public health. 
Annual salary $7,056. Attractive fringe 
benefits. Apply Room 203, City Hall Annex, 
Norfolk, Va. 


Public Health Nurse IIL (District Ad- 
visory Nurse)—Give guidance and counsel- 
ing to all public health nurses in a multiple- 
county area regarding community organiza- 
tion and relationships, program planning, 
public health nursing technics, records, and 
reporting. Responsible for inservice educa- 
tion program for local public health nurses 
and evaluation of nursing services. Salary 
range $5,700-$6,780, plus travel allowance. 
B.S. degree with major in public health nurs- 
ing and three years’ generalized experience 
as a public health nurse. Special require- 
ment: registration or eligibility therefor as a 
registered nurse in Wisconsin: certification or 
eligibility for certification as a public health 
nurse in Wisconsin. Write Miss lone M. 
Rowley, Director, Public Health Nursing, 119 
Monona Ave., Madison 3, Wis. 


Program Consultant—Health education 
organization. To coordinate work of national 
network of units engaged in community nutri- 
tion education programs. B.S., foods-nutrition 
major basic requirement, with graduate work 
in nutrition, or M.P.H. Experience could be 
extension, teaching, commercial, public health, 
or dietetics background. Much public con- 
tact, with limited travel from Chicago base. 
Provision is made to attend professional meet- 
ings as NDC representative. Salary depend- 
ent upon experience and education. Write 
Mrs. J. Brand, Director of Personnel, National 
Dairy Council, 111 North Canal St., Chicago 
6, Ul. 


Health Educator—Opportunity in sunny 
Miami with the Dade County Health Depart- 
ment. Requirements are a master’s degree 
and three years’ experience. Salary $5,040- 
$6,300; liberal fringe benefits. Apply: Miles 


T. Dean, Personnel Officer, State Board of 


Health, P. O. Box 210, Jacksonville 1, Fla. 


Public Health Education Consultant— 
to work with staffs of state and local health 
departments in developing plans for health 
education in special areas such as mental 
health and accident prevention. Master's 
degree in public health education necessary, 
as well as successful experience. Entrance 
salary $5,592, with advances to $8,088. Write 
H. M. Chester, Director of Personnel Services. 
Georgia Department of Public Health, 47 
Trinity Ave., Atlanta 3, Ga. 


South Pacific Commission: Appointment of 
Health Education Officer—Applications are 
invited for the position of a second health 
education officer. The appointee will work 
under the direction of the executive officer for 
health, and will assist the Commission’s prin- 
cipal health education officer as a consultant 
to the governments of territories within the 
South Pacific area, organizing practical field 
demonstrations, training courses, and the 
preparation of health education material. Ap- 
plicants should possess, in addition to a uni- 
versity degree or equivalent, a postgraduate 
qualification in health education. A work- 
ing knowledge of the French language and 
previous experience in health education will 
be an advantage. The successful applicant 
will be stationed in Noumea, but will be 
expected to travel extensively in the Pacific 
involving long periods away from home; and 
working in a relatively independent capacity 
Salary: f£Stg. 2,362.10.0 in the scale; 
£2,362.10.0—x£125—£2.887.10.0, tax free, plus 
certain allowances. Appointment is by con- 
tract. Housing with heavy furniture is pro- 
vided at a rental based on salary. Further 
details may be obtained from the Secretary- 
General, South Pacific Commission, Post Box 
No. 9, Noumea, New Caledonia, to whom ap- 
plications should be sent, together with three 
recent references and the names of three 
referees, not later than March 31, 1961. 

Public Health Educator — Creative, 
pioneering opportunity for mature, experi- 
enced health educator to initiate and develop 
a health education program within organized 
labor in Massachusetts. This project is 
financed and supervised by the Medical 
Foundation, Inc., in Boston, Mass., in coopera- 
tion with the Massachusetts State Labor 
Council, AFL-CIO. The project will be carried 
on for a minimum of three years with excel- 
ent likelihood of continued association with 
the Foundation at the close of the project. 
Salary open. Social Security, retirement bene- 
fits, vacation, travel. Desirable qualifications: 
Master’s degree from an approved school of 
public health with specialization in health 
education. Experience required. Write 
Harold W. Demone, Jr., Executive Director, 
The Medical Foundation, Inc., 227 Common- 
wealth Ave., Boston 16, Mass. 
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Public Health Educator IlI—Initiate 
and develop community interest and coopera- 
tion in the organization of state-sponsored 
local programs for rehabilitation of the aged. 
Assist in development of rehabilitation train- 
ing institutes on state and local levels. Pre- 
pare audiovisual materials relating to aging 
and rehabilitation. Will be responsible for 
development of reference information 
library. Desirable qualifications: M.P.H. or 
master’s degree in education or related field, 
plus two years’ experience, preferably related 
to position. Salary starts at $6,060; maxi- 
mum $7,200. Travel allowance, vacation, sick 
leave, retirement, group insurance plans. Write 
R. J. Siesen, Personnel Officer, State Board 
of Health, Madison 2, Wis. 


Public Health Educator III (Dental 
Hygienist)—Assist in developing dental 
health programs for preschool and adult 
groups in a several county area. Coordinate 
dental health education activities with over- 
all health education program. College 
graduation, a year of graduate training in an 
accredited school of public health, and two 
years’ experience. Licensure or eligibility for 
licensure to practice dental hygiene in Wis- 
consin essential. Salary starts at $6,060: 
maximum $7,200. Civil service, vacation, sick 
leave, Social Security, and retirement bene- 
fits. Write R. J. Siesen, Personnel Officer, 
State Board of Health, 400 State Office Bldg., 
Madison 2, Wis. 


Director of Environmental Sanitation 

Salary $677-$842 per month. Orange 
County, Calif., is recruiting for a director of 
environmental sanitation to head a_profes- 
sional staff of 28. This is a challenging posi- 
tion with a progressive department of one 
of the fastest growing counties in the United 
States. Position requires California registra- 
tion as a sanitarian, college graduation with 
major in sanitation, sanitary science, sani- 
tary engineering or some other scientific field, 
and five years’ experience in sanitation, in- 
cluding two years of supervision and three 
years with a public health agency. Graduate 
study in pa Ri science or public health may 
be substituted for nonsupervisory experience 
on a_ year-for-year basis up to two years. 
Master's degree in these fields may substitute 
for two years’ nonsupervisory experience. Last 
date for filing January 1, 1961. Apply: 
Orange County Personnel Department, 801-C 
North Broadway, Santa Ana, Calif. 


Director of Environmental Health—to 
assume administrative supervision of total 
program in sanitation. Five-year old County 
Health Department in county which has 
grown 125 per cent since 1950. Growth 
creates great challenge. Salary $9.923-$12,675: 
ten cents per mile travel; retirement, Social 
Security, free health insurance, generous vaca- 
tion and sick leave. Eligibility for Pennsyl- 
vania licensure plus seven years’ experience, 
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or M.P.H. or M.S. in sanitary engineering 
and five years’ experience. Apply: William 
J. Meyer, M.D., Director, Bucks County De- 
partment of Health, 50 North Main St., 
Doylestown, Pa. 


Public Health Sanitarian—eligible for 
registration. Beautiful mountainous area; 
good schools and junior college. Abundant 
recreational opportunities. Salary range 
$400-$455 per month. Write Arthur L. 
Warner, M.D., M.P.H., Director, San Juan 
Basin Health Unit, P. O. Box 140, Durango, 
Colo. 


Chief Industrial Hygiene Engineer— 
Minimum of five years’ experience in public 
health engineering. Master's degree with 
major course work in industrial hygiene or 
sanitary engineering. Present salary range 
$625-$775: civil service proposed salary to 
become effective July 1, 1961, $715-$880. 
Social Security and state retirement coverage. 
Write to Mr. A. T. Johnson, Personnel Di- 
rector, Oregon State Board of Health, P. O. 
Box 231, Portland, Ore. 


Research Associate in Health Eco- 
nomics Field—Unusually fine opportunity 
now available for a man with a background 
in the socioeconomics of medical care involv- 
ing the employed population. Conduct re- 
search and develop material on nonoccupa- 
tional medical problems of industrial workers. 
A knowledge of labor and management 
problems helpful. Familiarity with profes- 
sional and community medical associations 
desirable. | Some travel involved. Please 
send résumé stating salary desired. All held 
confidential. D. W. Grant, American Medical 
Association, 535 North Dearborn St., Chicago 
10, Tl. 


Alcoholism Program  Director—Chal- 
lenging opportunity to develop and head up 
a new state alcoholism program centered 
around education and research pertaining to 
the causes, detection, and treatment of al- 
coholism rehabilitation of alcoholics. 
Desirable qualifications: college graduate with 
a background in social work and a minimum 
of three years’ experience in a state or local 
alcoholism program. Administrative experi- 
ence is a must. An M.P.H. would be desir- 
able. Salary starts at $9,420; maximum 
$11,280. Civil service, vacation, sick leave. 
Travel with expenses paid. Write to Fred- 
erick H. Wentworth, M.D., Assistant Director, 
Ohio Department of Health, Room 306, Ohio 
Departments Bldg., Columbus 15, Ohio. 


Senior Psychiatric Social Work Con- 
sultant—for Colorado State Department of 


Public Health. Starting salary $598 per 


month. Headquarters Pueblo, Colo. Contact 


Dalton Roberts, Administrative Officer, 
Colorado State Department of Public Health, 


4210 East 11th Ave., Denver, Colo. 
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Medical Social Work Consultant III— 
for programs in tuberculosis and chronic dis- 
ease. Salary range $6,389.28-$8,164.08. Mini- 
mum requirements: Full graduate training 
with emphasis on medical or psychiatric 
social work and two years’ experience in the 
social work program of hospital or other 
health facility. All Michigan civil service 
job benefits. Apply Frank B. Krupiarz, Per- 
sonnel Officer, Michigan Department of 
Health, Lansing 4, Mich. 


Dental Hygienist—for dental health edu- 
cation program in Fargo and eastern North 
Dakota. Under supervision of State Health 
Department. Advanced training desirable 
but not required. Salary open and depend- 
ent on applicant’s training and experience. 
For additional information write Dental Divi- 
sion, North Dakota State Department of 
Health, Bismarck, N. D. 


POSITIONS WANTED 


On Box Numbers, Address APHA at 1790 Broadway, New York 19, N. Y. 


Health Education, Community Organi- 
zation, or School Health—Responsible, 
challenging administrative position desired. 
M.P.H., University of Michigan; broad ex- 
perience in public health nursing and health 


education: wide professional contacts: skilled 
in writing and layout. Prefer New Jersey or 
New York areas. Free to travel. Box HE-97, 
Employment Service, APHA. 


Commercial Advertisements 


All communications on the following commercial advertisements should be sent to 
Burneice Larson, Medical Bureau, Suite 605, 900 North Michigan Avenue, 
Chicago 11, UL 


OPPORTUNITIES AVAILABLE 


(a) Medical director, exceptional oppor- 
tunity head department, leading company 
research division, to $20,000; Middle West. 
(b) M.D., direct, consult, district health staff 
and community organizations; travel through- 
out state, Great Lakes, to $18,000. (c) M.D. 
preventive medicine, direct community health 
services, general program; Pacific Northwest, 
$15,000. (d) Plant physician, young M.D. 
join medical staff renowned utility company, 


$15,000, relocation expenses, East. (e) Nurse. 
associate professor P.H., also chairman de- 
partment university school of nurses; $745 
per month: West Coast. (f) Director, VNA 
near New York City; five-day week: $6,000 
up. (g) Assistant supervisor for university 
public health program; also travel throughout 
state: to $7,000 plus expense account. Middle 


West 


POSITIONS WANTED 


(1) Medical director, public health com- 
missioner, background research in preventive 
medicines aviation medicine, 35 years old: 10 


years’ experience industry as head of medical 
department. (2) Public health nurse admin- 
istrator, M.P.H., 12 years director, VNA. 
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BOOK REVIEWS 


HISTOPLASMOSIS — Edited by Henry C. 
Sweany. Springfield, Ill.: Thomas (301-327 
East Lawrence Ave.), 1960. 528 pp. Price, 
$14.50. 


After it was demonstrated in 1945 
that infection with H. capsulatum was 
common in some sections of this coun- 
try, a period of intensive research on 
various aspects of histoplasmosis began. 
In 15 years unprecedentedly rapid 
strides were made in developing the 
knowledge of a disease which only a 
few years before had been a medical 
curiosity. 

The volume here reviewed is a com- 
prehensive presentation of the subject 
by a group of contributors who include 
many of the outstanding workers in 
the field. Established facts are clearly 
stated, gaps in knowledge are indicated, 
and theories are advanced concerning 
empirical observations for which factual 
explanations are currently lacking. It 
all adds up to a very impressive volume 
that is liberally supplied with many 
magnificient illustrations. 

Good as the book is, it could be 
substantially improved by better editing. 
There is a good deal of repetition. 
Here and there the syntax is unbeliev- 
ably bad. Many references are cited 
repeatedly, and appear in the bibliog- 
raphies at the end of each chapter 
again and again. Economy of space 
could have been effected by having a 
single bibliography at the end of the 
hook. There is also a lack of uniformity 
in the way references are listed. Some- 
times they are in alphabetical order, 
then again they are arranged in the 
order of presentation. The generic name 
of the causative fungus is sometimes 
italicized, sometimes not. A few of the 
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All reviews are prepared on invitation. Unsolicited reviews cannot be accepted. 


contributors use the terms “incidence” 
and “prevalence” as though they were 
synonyms, which makes for confusion. 
Occasionally, epidemiologic data are 
presented as significant, when by statis- 
tical tests they prove not to be. These 
are possibly minor criticisms, but per- 
haps they will lead to correction in sub- 
sequent editions. 

This book should be of considerable 
interest and use to mycologists, path- 
ologists, clinicians, roentgenologists, 
epidemiologists, health officers, and 
medical students, whether they are in 
the so-called endemic histoplasmosis 
area or not. It has been shown that 


_ the disease may occur practically any- 


where. and medical workers need to be 
alerted to its possible presence. 
L. D. ZemBerc 


THE CENTRAL NERVOUS SYSTEM AND 
BEHAVIOR: SELECTED TRANSLATIONS 
FROM THE RUSSIAN MEDICAL LITERA- 
TURE—Collected for the Participants of the 
Third Macy Conference of the Central Nerv- 
ous System and Behavior. Held Under the 
Joint Sponsorship of the Josiah Macy Jr. 
Foundation and the National Science Founda- 
tion. Bethesda, Md.: National Institutes of 
Health, 1959. 105! pp. Free limited dis- 
tribution. 


It is extremely difficult in a short 
review to accomplish more than a brief 
survey of the range of topics covered 
in this translation of papers from Rus- 
sian journals concerned with neurology 
and the behavioral sciences. No attempt 
will be made to discuss the papers 
in neurology because they are outside 
the special competences of this reviewer. 
A number of papers present data from 
experimental investigations of condition- 
ing processes in a variety of different 
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contexts. This emphasis upon condition- 
ing in learning theory is potent evi- 
dence of the continuing influence of a 
Pavlovian orientation upon much of 
Russian investigation in the field of 
experimental psychology. There is also 
some indication in a few papers that 
the constructs from cybernetics and in- 
formation theory have gained accept- 
ance and are being fruitfully utilized in 
conceptualizing some important problems 
in the field of neurology. Finally, a 
paper by A. R. Luria and O. R. Vino- 
gradova entitled “An Objective Inves- 
tigation of the Dynamics of Semantic 
Systems” is a highly original contri- 
bution combining conditioning princi- 
ples and linguistics. Its findings extend 
those of Sir Henry Head and Kurt 
Goldstein in the area of impairment 
of symbolization associated with organic 
brain damage. 

As indicated earlier another reviewer 
with an extensive background in neu- 
rology could have extended the dis- 
cussion of the type of problems inves- 
tigated clinically and experimentally in 
an area which has always occupied a 
position of importance in Soviet medi- 
cine. This point has been repeated 
because a_ considerable proportion of 
the papers are concerned with highly 
specialized problems in neurology. 

FE. Orsacu 


CARDIOVASCULAR DISEASE NURSING— 
Edited by C. B. Mattingly. Washington, 
D. C.: Catholic University of America Press 
(620 Michigan Ave., N.E.), 1960. 264 pp. 
Price, $3.50. 


The foreword of the proceedings of 
this workshop on cardiovascular disease 
nursing states that its purpose was “to 
broaden and intensify understanding of 
nursing responsibility to patients with 
cardiovascular disease through knowl- 
edge contributed by specialists in cardi- 
ology, research, rehabilitation, and nurs- 
ing. and through seminar discussion of 
problems related to patient care as 
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these are encountered by nurses func- 
tioning in hospitals, in schools of nurs- 
ing, and in community nursing services.” 
The text is divided into two parts: 
a collection of papers by authorities in 
medicine and nursing: and a summary 
of the seminars. The papers “Compre- 
hensive Approach to Heart Disease in 
Children.” “Modern Management of 
Arteriosclerotic Heart Disease.” and 
“Modern Medical Management of Cere- 
bral Vascular Disease” are noteworthy 
for being comprehensive. factual, and 
systematically presented. “Current Views 
in Rehabilitation of the Cardiac” is 
especially commendable for its bold. 
and yet realistic, approach through re- 
search. In “The Nurse Administrator 
Considers a Priority for Service” and 
“Nursing in the Intensive Care Unit” 
are practical suggestions for the nurse 
with specialized responsibility in cardiac 
surgery. Several of the papers have 
thought-provoking content but make 
only passing reference to the cardio- 
vascular theme. No visual illustrations 
from the presentations are included. 
In the seminars, nursing practice, clini- 
cal instruction, and staff development 
were considered, but the summaries are 
of primary value to the discussants. 
The velume will be a useful reference 
for clinical instructors and supervisors 
if acknowledgment is made that a work- 
shop creates an atmosphere «for its 
participants that cannot be recreated 
for the reader of its proceedings. 
Epitu V. OLson 


CARE OF CHILDREN IN HOSPITALS—Com- 
mittee on Hospital Care, American Academy 
of Pediatrics. Evanston, Ill.: The Academy 
(180! Hinman Ave.), 1960. 96 pp. Price, 
$1.50. 


The Committee on Hospital Care of 
the American Academy of Pediatrics 
is to be congratulated for the prepara- 
tion of this manual, which fills a gap 
and covers the important aspects of care 
of children in hospitals. Its chief con- 
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cern is the improvement of quality of 
care provided to children. The book is 
simply written and will serve as an 
invaluable guide to hospital adminis- 
trators, directors, and staff of pediatric 
services and ancillary personnel. 

Its contents include the general hos- 
pital’s responsibility for child care, plans 
for physical facilities, plans for the 
pediatric unit. It discusses needed 
facilities for acute and chronic illnesses, 
communicable disease technics, child 
feeding, laboratory services, and so 
forth. Education and training of staff. 
medical nursing and technical are also 
dealt with very adequately. 

The chapters on meeting the emo- 
tional needs of the hospitalized child 
and meeting the needs of the hospital- 
ized adolescent are timely, up to date, 
and add considerably to the value of 
this book. The appendix. including the 
forms and records, are also valuable 
additions. 

No hospital administrator or director 
of pediatrics or public health officer 
can afford to be without this manual. 
It will prove of value to administrators 
of existing services as well as_ those 
who plan reconstruction or new con- 
struction of pediatric hospital services. 

The value of the manual. however. 
would have been greatly enhanced if 
it also included a more extensive dis- 
cussion of outpatient department  pedi- 
atric facilities and needs. 

Haroip Jacosziner 


RELEASE FROM SEXUAL TENSIONS — By 
Mary Steichen Calderone. New York, N. Y.: 
Random House (457 Madison Ave.), 1960. 
238 pp. Price, $4.95. i 


This is a mature book by an experi- 
enced author, covering wider grounds 
than the title indicates. Written in the 
“I” and “You” style, it ranges from 
“early sex education and experience” 
via the many facets of married life to 
“divorced or widowed.” It is an easy- 
to-read book. but. unfortunately, has no 


DECEMBER, 1960 


BOOK REVIEWS 


index and no illustrations which surely 
would be helpful in chapters like “The 
Physical Aspects of Sex Tensions.” 

Being her father’s daughter, the 
author’s simile comes often from the 
visual arts, such as her advice, “re-edit 
the memory film of your early sex 
experience.” The author’s personal credo 
—sex is not sin, sex is good—is the 
leitmotiv. She stresses that there is 
“an ignorance not only of facts but of 
feelings in many marriages.” This is 
true especially regarding frigidity, and 
she doubts that there is such a thing. 

The main body of the book deals with 
the understanding of the causes of 
sexual tensions and how to release and 
relieve them, covering subjects from 
shame and guilt to hate and_ hostility 
where sex is used as a weapon. Contra- 
ceptive methods are described, their 
use being taken more or less for granted 
as, in the author’s words, “sex has no 
business being a problem in the area 
of religion” —a statement wide open for 
discussion. 

There is not the standard reference 
for consultation by psychologists and 
psychiatrists, but the readers are called 
on for self-assessment and talking things 
over, not to give up too early, and to 
remind themselves that love is more 
than sex. The book is preventive medi- 
cine by the written word at its best. 
We predict a paper-bound edition soon. 

Bruno GEBHARD 


NEWER VIRUS DISEASES. CLINICAL DIF- 
FERENTIATION OF ACUTE RESPIRA- 
TORY INFECTIONS — By John M. Adams. 
New York, N. Y.: Macmillan (60 Fifth Ave.), 
1960. 292 pp. Price, $5.75. 


First-rate monographs are always wel- 
come and useful, and Dr. Adams’ book 
is first-rate and will be both welcome 
and useful. It is a small book that 
demanded discriminating choice of ref- 
erences and subject matter. It is some- 
thing of a hybrid, since the author's 
special interest is respiratory infections, 
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but he was required to review the more 
recent knowledge of virus diseases in 
order to give a comprehensive account 
of the respiratory infections. The book 
necessarily became both a brief sum- 
mary of the newer virus diseases and 
a treatise on acute respiratory infec- 
tions. Indeed, Dr. Adams has included 
brief chapters on bacterial and fungus 
infections as well. 

His thesis is that the disability and 
misery caused by the “common cold” 
constitutes a very important medical 
problem, and because a great variety of 
viruses are responsible, the physician is 
challenged to sort out these etiologic 
entities and make more precise diag- 
noses. At present this may only be 
done with the help of a virus laboratory, 
but clearly there is the prospect that we 
will learn to identify clinical signs which 
are of great diagnostic value through 
laboratory studies and 
etiologic confirmation. Much has al- 
ready been accomplished by this prac- 
tice, as witnessed by what we have 
learned of the newer exanthemata, 
pleurodynia, and pharyngoconjunctival 
fever. 

The book is well written, illustrated, 
and indexed. GILBERT DALLDoRF 
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NURSING SERVICE AND PATIENT CARE: 
A STAFFING EXPERIMENT — By Peter 
Kong-ming New; Gladys Nite; and Josephine 
M. Callahan. Publication No. 119. Kansas 
City, Mo.: Community Studies, Inc. (724 Rail- 
way Exchange Bldg.), 1959. 124 pp. No 
price listed. 


RESEARCH IN PATIENT CARE—A Report 
on a Meeting of the Committee on Research 
of the National Health Council. New York: 
National Health Council (1790 Broadway), 
1960. 36 pp. No price listed. 


Both of these reports testify to in- 
creasing interest in the study of factors 
related to patient care and its improve- 
ment. The first is a full account of a 
study conducted in two hospitals in 
Kansas City; Mo., designed to seek 
answers to the question, “Is there an 


optimum nursing hours of care?” The 
study, experimental in design, involving 
shifting two variables—hours of care 
and per cent of graduate nurses on the 
floor—so as to produce nine situations. 
Patients and nurses were asked to evalu- 
ate each of the situations. The assump- 
tion underlying the study was that the 
manipulation of quantities of nursing 
service could be related to changes in 
qualities of patient care. Results of 
the study were inconclusive and, accord- 
ing to the authors, “need to be further 
explored and reinterpreted.” 

“Research in Patient Care” reports a 
meeting held in January, 1960, of the 
Committee on Research of the National 
Health Council. It includes reports on 
three projects related to the topic—on 
nursing needs of chronically ill, ambu- 
latory patients, from New York Hos- 
pital-Cornell Medical Center; the Public 
Health Service project on progressive 
patient care; and a rehabilitation proj- 
ect at Thayer Hospital. Waterville. 
Maine. Epwarp WELLIN 


REHABILITATION OF MENTALLY ILL— 
Edited by M. Greenblatt and B. Simon. Wash- 
ington, D. C.: American Association for the 
Advancement of Science (1515 Massachusetts 
Ave., NW), 1959. 260 pp. Price, $5.00; 
$4.50 to AAAS Members. 


This collection of papers was pre- 
sented in December, 1957, as a sym- 
posium of the American Psychiatric As- 
sociation in cosponsorship with — the 
American Association for the Advance- 
ment American 
Sociological Society. Though the volume 
is small in size, it is very wide in scope, 
covering most of the current medical- 


of Science and_ the 


social approaches to rehabilitation of the 
mentally ill and including several new, 
exciting programs. 

The book is 
major sections: 
pital aspects, transition from hospital to 
aspects. 


organized into four 
general problems, hos- 


community, and community 


The papers are necessarily brief. a fact 
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that may disappoint those looking for 
detailed accounts, but a realistic limita- 
tion in presenting such a compilation. 
What is apt to be frustrating to the 
reader is the marked paucity of bibli- 
ographic references to the stimulating 
material presented. 

Examples of the intriguing concepts 
and notions discussed are: the’ provoca- 
tive assertion that (mental) disability 
is “an artefact of extrinsic origin”; 
emphasis of the need to levelop patients’ 
assets and avoid “disuse atrophy”; ob- 
servation of the power struggle of per- 
sonnel in hospitals; description of a psy- 
choanalytically determined basis for 
using occupational therapy: the organi- 
zation of a “half-way” ward as an 
alternative to a rehabilitation house; 
the need for redefinition of agency re- 
sponsibilities. 

The editors have been unsuccessful in 
avoiding objectionable repetition by the 
many different authors involved. How- 
ever, the book will appeal to all profes- 
sionals interested in a bird's-eye view of 
the over-all problem involved in the re- 
habilitation of mental patients. 

Victor J. FREEMAN 


SAFE LIVING—By Harold T. Glenn. Peoria, 
Ill: Chas. A. Bennett (237 N. Monroe St.), 
1960. 288 pp. Price, $3.60. 


“Safe Living” is a book designed as 
a teaching aid for facilitating the in- 
struction of students in accident preven- 
tion by teachers in junior high schools, 

One of its most attractive features is 
a generous use of photographs, humor- 
ous cartoons and simple. understand- 
able diagrams. 

Throughout the book. commendable 
emphasis is placed on the important role 
that human behavior plays in accident 
causation. The author’s familiarity with 
the sometimes negative adolescent re- 
sponse to appeals for safe living is illus- 
trated by the quote from Chapter 1, 
“Safety is for HE men.” 
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Each chapter is concluded with Topics 
for Discussion, Self-Check Tests, and a 
list of true-false statements. These give 
the teacher an opportunity to firm up 
the subject matter at appropriate inter- 
vals. 

In a sense the book takes on many 
of the characteristics of a pictorialized 
encyclopedia covering, with commend- 
able brevity, the more frequent causes 
of accidents and recommended methods 
of dealing with them. 

The inclusion of a discussion of such 
currently popular topics as “mouth to 
mouth” resuscitation, poison control, and 
seat belts suggests that the author has 
kept abreast of current developments in 
accident prevention. He has not merely 
warmed over yesterday's platitudes. 

The “Instructor's Guide” which ac- 
companies the book should prove very 
useful to the hurried harried 
teacher, who is constantly under pres- 
sure to include additional subject matter 
in her courses of instruction. 

As a supplemental teaching aid for 
this age group, “Safe Living” should 
prove to be very useful. 

Apert L. CHAPMAN 


THE NATION'S CHILDREN: VOLUME 1— 
THE FAMILY AND SOCIAL CHANGE; 
VOLUME 2— DEVELOPMENT AND EDU- 
CATION; VOLUME 3—PROBLEMS AND 
PROSPECTS—Edited by Eli Ginzberg. New 
York, N. Y.: Columbia University Press (2960 
Broadway), 1960. Approx. 250 pp. each. 
Price, $4.50 each. 


The theme of the sixth or Golden 
Anniversary White House Conference 
on Children and Youth was “to promote 
opportunities for children and youth 
to realize their full potential for a 
creative life in freedom and dignity.” 
These three volumes present facts on 
the American scene during the past 
decade in regard to progress and re- 
maining problems. In presenting this 
material the authors describe well the 
known health, educational, sociological, 
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technological, economic, vocational, and 
social welfare factors which influence 
American families and their children. 
There is such a wealth of material in 
the articles of these three volumes that 
it is impossible to do justice in a brief 
summary to any of them. The common 
thread running through these books is 
not just the presentation of the facts, 
themselves, but rather their impact on 
family and child life today. 

In the chapter on “A _ Healthier 
World,” the author traces the historical 
development of health services for 
mothers and children in the United 
States. He points out that some of the 
remaining major problems requiring 
solution include the reduction of peri- 
natal mortality and morbidity; the acqui- 
sition of further knowledge regarding 
the causes and prevention of congenital 
malformations; the need for further 
research in the field of mental health: 
accident prevention; the need for ex- 
pansion of various “social services” to 
families, such as homemaker service; 
the need to develop more effective school 
health services; the need for develop- 
ment of methods of prepayment and 
provision of medical care so that con- 
tinuity and quality will be maintained; 
and the need for more knowledge of 
the effects of radiation on child health. 
For the public health worker this list 
properly represents the challenge for the 
next decade. 

It is recommended that all three 
volumes be on the bookshelf (after 
reading) of all professional and lay 
people who are in positions of leader- 
ship in any community. To these should 
be added four other publications emanat- 
ing from the 1960 ‘White House Confer- 
ence: Recommendations 
report of forum findings; Children and 
Youth in the 1960°s—survey papers; 
Reference Papers on Children and 
Youth; and Information Sheets on Chil- 
dren and Youth. 


composite 


Hevcen M. WALLACE 


MAN'S WAY—By Walter Goldschmidt. Cleve- 
land, Ohio: World Publishing Company (2231 
West 110th St.), 1960. 253 pp. Price, $4.00. 
The title of this volume has a dual 

meaning; it refers to the manner in 

which men live and the route that man 
has traversed through time. The author, 
an anthropologist, deals in competent 
and readable style with both. Particu- 
lar note should be taken of the excel- 
lent chapters on social imperatives, 
social evolution, and the scientific study 


of society. 


MEDICINE AND THE OTHER DISCIPLINES 
—Edited by lago Galdston. New York, N. Y.: 
International Universities Press (227 West 
13th St.), 1960. 192 pp. Price, $3.00. 

This volume makes available Lectures 
to the Laity, 1953-1955, of the New 
York Academy of Medicine. The 
“other disciplines” include philosophy, 
physics, anthropology, law, electrochem- 
istry, and nutrition, and the specialty 
of psychiatry. Some of the authors 
are Ernest Nagel. Norbert Wiener, 
David Peck, Benjamin Paul, D. Ewen 
Camberon, Charles G. King. and others. 
The separate contributions are uneven 
in quality and relevance. but none is 


MODERN NUTRITION IN HEALTH AND 
DISEASE (2nd ed.)—Edited by Michael G. 
Wohl and Robert S. Goodhart. Philadelphia, 
Pa.: Lea and Febiger (Washington Square), 
1960. 1152 pp. Illustrated. Price, $18.50. 
The fact that a second edition of this 

volume appears within five years of 

publication of the first is indicative 
of the rapidity of change in the field 
of nutrition. Discussions of principles 
of emergency feeding and of the rela- 
tionship of nutrition to resistance to 
infection have been expanded. In addi- 
tion to other revisions and reorganiza- 
tions, the editors have added two 
entirely new sections—one on chemical 
and other additives to foods, and the 
other on nutrition in relation to cardio- 
vascular disease and atherosclerosis. 
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SYMPOSIUM ON BASIC RESEARCH — Ed- 
ited by Dael Wolfle. Publication No. 56. 
Washington, D. C.: American Association for 
the Advancement of Science (1515 Massa- 
chusetts Ave., N.W.), 1959. 308 pp. No 
price listed. 


This volume reports a symposium 
held in May. 1959, under the joint 
sponsorship of the National Academy 
of Sciences, the American Association 
for the Advancement of Science, and the 
Alfred P. Sloan Foundation. Sixteen 
papers are presented, including one that 
provides an excellent summary of the 
symposium. Among the topics which 
are ably and provocatively discussed 
are the place of basic research in 
educational. governmental, industrial. 
and other settings: sources of support 
for basic research; and problems gen- 
eral to all scientific work. 


BOOKS RECEIVED 


Avupirory Disorpers t\ CHitpren. Helmer 
R. Myklebust. New York, N. Y.: Grune 
& Stratton, 1960. 367 pp. Price, $7.75. 

Cancer: Disease OF CIVILIZATION. Vil- 
hjalmur Stefansson. New York, N. Y.: 
Hill and Wang, 1960. 180 pp. Price. 
$3.95. 

Care or tHE Wert Bary. Kenneth S. 
Shepard. Philadelphia, Pa.: Lippincott, 
1960. 224 pp. Price, $3.25. 

CHEMOTHERAPY IN EMOTIONAL Disorpers. 
F. F. Flach and P. F. Regan. New York, 
N. Y.: MeGraw-Hill, 1960. 314 pp. Price, 
$10.00. 

CHRONIC SCHIZOPHRENIA. EXPLORATION IN 
Turory AND TREATMENT. Edited by Law- 
rence Appleby and Jordan M. Scher. Glen- 
coe, Ill.: Free Press, 1960. 368 pp. Price, 
$6.00. 

Doctors or Yate Cortece 1702-1815 
THE Founpinc or tHe Mepicat Iwstite- 
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THE SELF-IMAGE OF THE FOSTER CHILD 


Listing in this column acknowledges the receipt of books and our appreciation to the senders. 
Space and the interests of readers will permit review of some, but not all, of the books listed. 


BOOKS RECEIVED 


—By Eugene A. Weinstein. New York: Rus- 
sell Sage Foundation (505 Park Ave.), 1960. 
75 pp. Price: $2.00. 


This is a study of the social-psycholo- 
logical impact of placement upon chil- 
dren placed in foster homes by the 
Chicago Child Care Society. The author 
interviewed 61 such children, of both 
sexes, about half of whom were ages 
five through seven, and the remainder 
ages eight through fourteen. Although 
insisting that his findings are merely 
“starting points for more definite re- 
search.” the author suggests that the 
child’s well-being and development de- 
pend on the adequacy of his conception 
of who he is. where he is. why he is 
there. and on his grasp of the agency's 


role. 


TION. Herbert Thoms. Hamden, Conn.: 
Shoe String Press, 1960. 199 pp. Price, 
$6.00. 

 IpentiricatioN oF EMOTIONALLY 
Hanpicaprep CHILDREN IN Eli M. 
Bower. Springfield, Hl.: Charles C Thomas. 
1960. 120 pp. Price, $5.50. 

Epucators Guine to Free Tapes, Scripts 
AND TRANSCRIPTIONS (7th edition, 1961). 
Walter A. Wittich and Gertie H. Halsted. 
Randolph, Wis.: Educators Progress Serv- 
ice, 1960. 202 pp. Price, $5.75. 

Metnops. Brian MacMahon; 
Thomas F. Pugh: and Johannes Ipsen. 
Boston, Mass.: Little, Brown, Medical Book 
Department, 1960. 302 pp. Price, $7.50. 

Heart Disease, Brioop Pressure AND 
Strokes. CC. A. D’Alonzo. Houston, Tex.: 
Gulf Publishing Co., 1960. 159 pp. Price, 
$3.50. 


Awe 
| 
a 
ps 
4 
\ 
| 
me 
14 
ag 
| 
1969 
i 
TaN 


Hevpinc tHe Epperty to Live at Home. 
Kenneth Hazell. London, England: Central 
Council for Health Education, 1960. 39 pp. 
Price, 2/-. 

Host INFLUENCE ON Parasite Puystovocy. 
PROCEEDINGS OF THE ANNUAL CONFERENCE 
ON Protein Edited by Leslie 
Stauber. New Brunswick, N.  J.: 
Rutgers University Press, 1960. 96 pp. 
Price, $2.00. 

HELMINTHOLOGIA. Annus 1-1959, 
11-1960. Bratislava, Klemensova 27, Ces- 
koslovensko: Ustredna Kniznica Slovenskej 
Akademie Vied. 

Human Ecotocy Hearn. 
DUCTION FOR ADMINISTRATORS, 
Rogers. New York, N. Y.: 
1960. 334 pp. Price, $7.75. 

THe Heart. ALTONOMY IN A 
Mass Ace. Bruno Bettelheim. 
lil.: Free Press, 1960. 309 pp. 
$5.00. 

INreRAcTION. TeLeviston APPAIRS 
PROGRAMMING ... AT THE COMMUNITY 
Lever. New York, N. Y.: Television In- 
formation Office, 1960. 287 pp. Price, 
$3.00. 

TO Heattn Statistics. Satya 
Swaroop. Baltimore. Md.: Williams & 
Wilkins, 1960. 343 pp. Price, $8.50. 

Metropouts Reetox. Otis Dudley Dun- 
can, et al. Baltimore, Md.: Johns Hopkins 
Press, 1960. 587 pp. Price, $8.50. 

Mixerat Metasouism. Vow. Parr 
Processes. AND SYSTEMS. 
(. L. Comar and Felix Bronner. New 
York, N. Y.: Academic Press, 1960. 386 
pp. Price, $12.00. 

Memoirs oF Ray Lyman 
Robinson and P. C. Edwards, 


ANNUS 


An INTRO- 
Edward S. 
Macmillan, 


Glencoe, 
Price, 


Edgar E. 
Editors. 
Stanford, Conn.: Stanford University Press. 


1960. 687 pp. Price, $10.00. 
MicrontoLocy. Historical Conrrisutions 
FROM 1776 to 1908 BY SPALLANZANI, 
ScHWANN, Pasteur, etc. Edited by Ray- 
mond N. Doetsch. New Brunswick, N. J.: 
Rutgers University Press, 1960. 233 pp. 
Price, $5.00. 
PRiMek OF Soctal 


Casework. Elizabeth 


Nicholds. New York, N. Y.: Columbia 
University Press, 1960. 181 pp. Price, 
$4.50. 

Protein AND Amino Acip ReQuIREMENTS IN 
Earty Lire. L. Emmett Holt, Jr., et al. 
New York, N. Y.: N. Y. University Press, 
1960. 63 pp. Price, $1.00. 

Recions, Resources, AND Economic GrowrTn. 
Harvey S. Perloff, et al. Baltimore, Md.: 
Johns Hopkins Press, 1960. 716 pp. Price, 
$12.00. 

STanpaRD MetHops FoR THE EXAMINATION 
or Datry Propucts (11th ed.). American 
Public Health Association and the Associa- 
tion of Official Agricultural Chemists. 
New York, N. Y.: APHA, 1960. 480 pp. 
Price, $7.00. 

Stanparp Metuops For THE EXAMINATION 
or Water ano Wastewater (11th ed.). 
Prepared and Published Jointly by Ameri- 
ean Public Health Association, American 
Water Works Association and Water Pollu- 
tion Control Federation. New York, N. Y.: 
APHA, 1990. 626 pp. Price, $10.00: APHA 
Members, 38.00. 

Story or Your Bioop. Edith Lucie Weart. 
New York, N. Y.: Coward-MeCann, 1960. 
64 pp. Price, $3.00. 

Teen-Ace Years—A Mepicar Guipe For 
Younc anp Parents. Arthur 
Roth. Garden City, N. Y.: Doubleday, 1960. 
288 pp. Price, $3.95. 

You anp Yours. How to Herp Oper 
Peorte. Julietta K. Arthur. Philadelphia, 
Pa.: Lippincott, 1960. 315 pp. Price, 
$1.95. 

You Can” Prevent 
Pinckney. Philadelphia, Pa.: 
1960. 157 pp. Price, $3.50. 

VARIATIONS ON A THEME BY SYDENHAM. 
Smati-Pox. P. B. Wilkinson. Baltimore. 
Md.: Williams & Wilkins, 1960. 75 pp. 
Price, $4.25. 

Statistics oF THE Untrep States 1958. 
Vou. 1. U. S. Department of Health, Edu- 
cation, and Welfare, Public Health Service, 
National Office of Vital Statistics. Wash- 
ington, D. C.: U. S. Gov. Ptg. Office, 1960. 
158 pp. Price, $3.00. 


Edward R. 
Lippincott, 
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A SELECTED PUBLIC HEALTH 


WITH ANNOTATIONS 


Raymond S. Patterson, Ph.D., F.A.P.H.A. 


“Stirring Event” —Humor is a rara 
avis in public health literature, or in 
any scientific medium for that matter. 
So any successful venture into the funny 
side of life is not to be missed. In a 
sanitary engineering journal, of all 
places, are some comments by an anony- 
mous British philosopher about the 
crowning of “Miss A.W.W.A.” on a 
springboard over a_ pool filled with 
drinking water collected from 50 states 
and four foreign countries. The com- 
mentator’s musings turn to the possibili- 
ties of duplicating such a hazardous 
effort in staid old England where “there 
are one or two authorities who will be 
in a spot of trouble because of water so 
hard that it won’t pour at all.” 

Anon. Partially Oriented on a Stirring 
Event. Water and Sew. Works J. 107,10:395 
(Oct.), 1960. 


Pulling Together for the AIl- 


coholic—The central idea of this ex- ; 


cellent summarizing address at the close 
of a conference on alcoholism is this: 
“Most alcoholic patients can be cared 
for by general agencies: mental health 
clinics, family care agencies, general 
hospitals, vocational rehabilitation serv- 
ices, and many others.” How to induce 
these community services to take part in 
the over-all scheme is a matter worth 
your thought. (A following paper helps 
to find some answers.) 

Bricutman, J. The Future of Al- 


coholism Programs. Pub. Health Rep. 
75.9:775 (Sept.), 1960. 


Party Games at Work—-In London, 
a one-evening-a-week “social club” for 
the rehabilitation of former mental pa- 
tients is carried on by a psychiatrist, a 
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welfare officer, and a social worker as- 
sisted by untrained volunteers. How 
“members” are recruited, what they like 
to do, and what benefits the club ac- 
complishes are interestingly set forth. 
Capstick, N., and Canny, P. A Therapeu- 
tic Social Club. M. Officer 104.13:189 (Sept. 


723), 1960. 


Which is Public Health ?—Dis- 
cussed here is the controversial matter 
of defining the scope and limitations of 
public health in laboratory diagnostic 
services and deciding which procedures 
may be financed out of public funds 
and which can be charged for. 

Cremer, J. J. The Approved Public 
Health Laboratory System in New York State. 
New York State J. Med. 60,20:3221 (Oct. 
15), 1960. 


First-Year Illnesses—-A__ British 
pediatrician kept a record of illnesses 
during the first year of the 424 babies 
registered with him. There was no sig- 
nificant sex difference in numbers of 
illness, but boys had an average of 4.36 
visits as compared with only 3.81 for 
girls. Babies born in spring, summer. 
autumn, and winter showed very slight 
differences in illness rates. suggesting 
nothing from that standpoint to justify 
family planning for month of birth. 
Other interesting relationships were 
looked into. 

Cook, N. J. The First Year of Life. M. 
Officer 104,15:219 (Oct. 7), 1960. 


On Writing the Editor—Here is a 
challenge to you: hunt out the Sep- 
tember issue of the (British) Health 
Educational Journal; then turn to 
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“Boys Own Paper.” an interview with 
the editor. No matter where your own 
professional interests may lie, the 
chances are almost nil that you will put 
the paper down before you've finished 
reading it. Indeed the chances are 
good that you will then read with en- 
joyment most of the related papers on 
health information and printed media. 

Darzett-Warp, A. J.. and Cox, J. Boys 
Own Paper. Health Ed. J. 18,3:124 (Sept.), 
1960. 


Safe Water Made Safer—Many 
more of us than just our sanitary en- 
gineering brethren will be interested in 
the possible revisions to be made in 
LSPHS drinking water standards. The 
advisory committee appointed to decide 
these matters will call at least one more 
meeting before submitting a final re- 
So those who have firm opinions 
about water safeguards had better speak 


port. 


now or forever you-know-what. 

Derny, R. L. Water Quality Standards 
(and four related papers). J. Am. Water 
Works A. 52.9:1159 (Sept.), 1960. 


How Good and How Much? 
“Public Health programs .. . are in 
constant danger of becoming pointless 
exercises in movement unless there is 
constantly available some method of ac- 
curately expressing the relationship of 
cost to benefit” wisely say the authors 
of this study of community chest survey 
yields (which revealed that less than 10 
per cent of all new cases of tuberculosis 
were found by radiographic screening at 
a cost of $1.44] per case found). 

Fieck, A. C., et al. Evaluation of Tuber- 
Casefinding by Mass Small Film 
Radiography. Pub. Health Rep. 75,9:805 
(Sept.), 1960. 


culosis 


“New Era in Mental Health”— 
Here is an account of recent develop- 
ments in British health services, “that 
have tended to spring up piecemeal in 
various parts of the country and repre- 
sent the advanced outposts of what. it 


1972 


is hoped, will become a comprehensive 
mental health service—one which does 


not yet exist in (England) or any other 


country.” Psychiatrie units in general 
hospitals, industrial therapeutic schemes, 
outpatient clinics, day hospitals, com- 
munity care plans, and social and nurs- 
ing services are some of the outposts 
described. 

FreepMan, H. L., anp Farnpare, W. A. J. 
Aspects of Psychiatry in Great 
Ment. Hyg. 44.4:475 (Oct.), 1960. 


Current 
Britain. 


A technic for estimating 
levels using only 
The drops 


Lab Note 
poliovirus antibody 
drops of blood is proposed. 
are absorbed directly on filter paper. 
The technic was developed largely to 
avoid collecting, preserving. and han- 
dling large blood specimens which are 
difficult and costly in mass surveys. Field 
trials have demonstrated that the new 
method detects satisfactorily rises in 
antibody following injection. 

Green, R. H., and Orton, E. M. A Micro- 
Method for Determination of Poliovirus Anti- 
body Suitable for Mass Surveys. Am. J. 
Hyg. 72.2:195 (Sept.), 1960. 


Some Unsaturated Enthusiasts 
May Be Distressed Trappist monks 
living on a low calorie and moderate fat 
diet—the fat from milk and unsaturated 
oils—and who carry on a heavy, three- 
hour activity load daily, were found to 
have lower than average blood choles- 
terol levels. However, these lower levels 
appeared not to spare these men from 
arteriosclerosis or arterial hypertension, 
which in fact were more frequently 
found among them than among simi- 
larly aged men generally. 

McCuttacn, E. P., and Lewis, L. A. A 
Study of Diet, Blood Lipids and Vascular 
Disease in Trappist Monks. New England J. 
Med. 263,12:569 (Sept. 22), 1960. 


Prophet in Wilderness—At the 
Atlantic City meeting came this call 
from the American School Health As- 
sociation: all physicians and medical 
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societies should take a firm public stand 
on the important question of persuading 
young nonsmokers of the potentially 
harmful effects of cigarette smoking. 
The facts on which this call to arms is 
based are known to us all as are the 
counter arguments of the manufacturers’ 
mouthpieces. 

Mircnett, R. S. 
Cigarette Advertising and Health. J. School 
Health 30,7:251 (Sept.), 1960. 


Cigarette Smoking, 


Help Compounded—Two groups 
of children living in a community with 
a fluoridated water supply were given 
topical applications—one with stannous 
fluoride, the control with distilled water. 
There was a significant reduction in 
caries reported in the treated children 
as compared with the controls. 

Muuter, J. ©. The Anticariogenic Effec- 
tiveness of a Single Application of Stannous 
Fluoride in Children Residing in an Optimal 
Community Fluoride Area. J. Am. Dent. A. 
61,4:431 (Oct.), 1960. 


Jumpy People—Compared here are 
normotensive and hypertensive groups 
of persons whose blood pressure read- 
ings showed marked variations. The 
subjects, in both groups, whose pressure 
readings varied the most exhibited be- 
havior signs characterized as hysterical, 
hypochondriacal, and anxious during 
their visits with the examining physi- 
cian. This report serves to introduce 
three epidemiologic studies of athero- 
sclerotic and hypertensive conditions, all 
of which will be of interest to the epi- 
miologists among us, whether full- 
time or dilettante. 

Ostretp, A. M., and Lesovirs, B. Z. 
Blood Pressure Lability: A Correlative Study. 
J. Chronic Dis. 12,4:428 (Oct.), 1960. 


Christmas Cheer—Epidemiologic 
investigation of institutional outbreaks 
of Salmonellosis indicated unpasteurized 
eggnog to be the offending vehicle. Eggs 
from the supplying hennery were found 
to be infected but the point is made 


DECEMBER, 1960 


A SELECTED PUBLIC HEALTH BIBLIOGRAPHY 


that only a very few of the many eggs 
used probably caused the damage. Com- 
mercial Christmas eggnog, in the state 
concerned, was said to be pasteurized: 
It is to be hoped that it is everywhere. 
Is it? 

Puitsrook, F. R., et al. Salmonellosis 
Spread by a Dietary Supplement of Avian 
Source. New England J. Med. 263,13:713 
(Oct. 13), 1960. 


For the Buttonholed—A good deal 
of newspaper and news magazine pub- 
licity was given the report that Tolbuta- 
mide (administered to an MS patient 
for another condition) had resulted in 
the almost complete remission of the 
multiple sclerotic symptoms. You may 
want to fortify yourself against insistent 
appeals for comment on this news by 
worried acquaintances. entire 
story of the work done, and under way, 
subsequent to the initial observation 
should be looked up. 

Sawyer, G. T. Treatment of Multiple 
Sclerosis with Tolbutamide, J.A.M.A. 174, 
5:470 (Oct. 1), 1960. 


No Place Like Home—Bristol 
(England), with annual deaths of over 
5,000, has about the same number of 
chronic sick and aged persons who are 
under the watchful and domiciliary: 
management of its four full-time health 
visitors (with the supplementary help 
of district nurses). Quantitative meas- 
ures of the nature and amount of these 
nursing and social services are offered 
for comparative purposes to other 
(British) cities that may have services 
or should. 

Sueen, E. M., and Duncan, E. H. L. A 
Survey of Health Visitors’ Work Among 
Chronic Sick and Aged in Bristol. M. Officer 
104.12:175 (Sept. 16), 1960. 


City Hall WHealth—‘“There are 
three separate, though related, aspects 
regarding the health of the staff of a 
local authority (all city employees, 
to you) that should be the concern of 
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the Medical Officer of Health.” 
(British) discussion of (1) 
preemployment examinations, (2)  oc- 


So be- 
gins this 


cupational causes of sickness, and (3) 


Is there an American 
example of a city health department's re- 
sponsibility for similar services through- 
departments? “Many 
people think that the only hazard to 
local government employees is sitting on 
a drawing board pin” says the author 
wryly. 

Morbidity. 
1960. 


illness absences. 


out all city 


Staff Fitness and Staff 
M. Officer 104.14:205 (Sept. 30). 


Carrier’s Hands—An ingenious re- 
search was set up originally te deter- 
mine whether hospital nursery staph 
infections are spread directly from in- 
fant to infant or on droplet nuclei or 
dust. Later the study was extended to 
include personnel-to-infant spread. The 
results indicate that personnel-to-infant 
spread plays the major role and infec- 
tion moves predominantly from the 
hands of the carrier to the infant. 

E., et al. Acquisition of 
Staphylococcus by Newborns: Direct Versus 
Indirect Transmission. Lancet 71512620 
(Sept. 17), 1960. 


If additional information is desired regarding the articles listed in this bibliography, please 
communicate directly with the publications in which they appeared: the addresses are furnished 


for your convenience. 


Am. J. Hyg. (American Journal of Hygiene), 615 N. Wolfe St., Baltimore. 


5, Md. 
Health Ed. J. 
London, W.C.1, England. 
J.A.M.A. (Journal of the American 
St., Chicago 10, IIL. 


Medical Association), 535 N. 


(Health Education Journal), Tavistock House, Tavistock Sq.. 


Dearborn 


J. Am. Dent. A. (Journal of the American Dental Association), 222 N. Superior 


St., Chicago, Ill. 


J. Am. Water Works A. (Journal of the American Water Works Association). 


2 Park Ave., New York 16, N. Y. 


J. Chronic Dis. (Journal of Chronic Diseases), C. V. Mesby, 3207 Washington 


Blvd., St. Louis 3, Mo. 


J. School Health (The Journal of School Health). American School Health 
Association, 515 E. Main St... Kent, Ohio. 
Lancet, 7 Adams St., Adelphi, London, W.C.2, England. 


M. Officer 
E.C.4, England. 


Ment. Hyg. (Mental Hygiene), National 
Columbus Circle, New York 19, N. Y. 


(Medical Officer), Chronicle House, 72-78 Fleet St.. London, 


Association for Mental Health, 10 


New England J. Med. (New England Journal of Medicine), Massachusetts 
Medical Society. 8 The Fenway, Boston 15, Mass. 
New York State J. Med. (New York State Journal of Medicine), 386 Fourth 


Ave., New York, N. Y. 


Pub. Health Rep. (Public Health Reports), Government Printing Office, Wash- 


ington, D. C. 


Water and Sew. Works J. 155 E. 44th St.. New York, N. Y. 
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NEWS FROM THE FIELD 


WHO News 


WHO Regional Committees Meet 


The annual meetings of the six WHO 


regional committees were held — in 


August to measure health progress and 


assess needs. Findings at the meetings 
included the following: 

Western Pacific—Regional director 
I. C. Fang, M.D., reported that the 
countries of the region attribute a num- 
ber of economic improvements to recent 
public health measures. For example, 
the production of rice was sufficient for 
all the needs of the Philippines for the 
first time in its history. According to 
Dr. Fang the area of land available 
there for its culture has been augmented 
by 20 per cent, “thanks to the anti- 
malaria campaign.” He noted that be- 
tween 1955 and 1960, after a similar 
campaign in Cambodia, the population in 
the under-populated province of Cham 
had doubled, mostly through immigra- 
tion. Land value, on the other hand. 
is now 50 times greater in the province 
than in 1955. Also reported: the gov- 
ernments Of the region have favorably 
welcomed WHO's proposal for a large- 
scale public water supply program. 

Europe—According to director P. J. J. 
van de Calseyde, housing. air 
pollution, standards of drinking water. 
dental services for children, protection 
from atomic radiation, improved vac- 
cines, and better and cleaner milk are 
some of the matters that governments 
have asked the European office to work 
on. Studies on cancer cardio- 
vascular diseases have been started. His 
report also states that there is good evi- 
dence that chronic bronchitis and ¢ancer 
of the lung are connected with air pollu- 
tion, their incidence increasing rapidly 
in cities which are highly polluted. 
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Southeast Asia—Regional director 
Chandra Meu, M.D., reported that “The 
most distressing public health problem 
of the Southeast Asia region .. . is 
nutrition.” He blamed  “poverty’s 
twins. malnutrition and insanitation,” 
for what he termed the deplorable state 
of public health. Although governments 
of the region are making strong efforts 
to reduce poverty, through various de- 
grees of industrialization, the “sinister 
role” of these twins is still not properly 
appreciated, he said. The loss of work- 
ing time is “really staggering.” Unless 
government planning bodies give top 
priority to the improvement of these two 
vital conditions, the drain on national 
economies will grow steadily. Dr. Mani 
also declared that there is need for more 
dynamic national food production poli- 
cies to increase the total output of 
food grains such as rice and wheat and 
to make nutrients such as milk, eggs. 
fish, and vegetables available to all. 

WHO assisted governments in the 
Southeast Asia region with 129 projects 
employing 238 WHO field workers dur- 
ing the past year. The budget is ap- 
proximately nine million dollars, includ- 
ing funds provided by UNICEF for 
supplies and equipment. 

The Americas—The regional commit- 
tee for the Americas, which is also the 
executive committee of the Pan Ameri- 
can Health Organization, met in Havana 
this year. Regional director Abraham 
Horwitz, M.D., reported that 505 per- 
sons received specialized training 
through fellowships from WHO during 
the year, and 667 auxiliaries received 
training in the integrated programs to 
help staff 229 WHO and other health 
projects. 

The year brought forth new hazards 
to the air, food, water, and general en- 
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vironment in which the people of the 
region work and live, the report said. 
These include increasing amounts of 
river and beach pollution by sewage 


and industrial wastes; air 
problems in large cities; and problems 
of exposure to dust, liquids, 
ionizing radiations, and other hazards 
that accompany the increase of industry 
and the application of new develop- 
ments. As to 
countries lacks sufficient animal 
Extensive trials were made in 


pollution 


vapors, 


most 
proteins. 
Guatemala in 1959, with Incaparina, a 
mixture of vegetable proteins possessing 
a nutritive value similar to milk. The 
Institute of Nutrition of Central America 
and Panama (INCAP) developed this 
preparation, and governments are show- 
ing great interest in it. Dr. Horwitz re- 
ported. 

Africa—The new African 
ments require help to consolidate their 
public health services and train staff in 
medical and allied fields, F. T. C. Cam- 
bournac, M.D., said in his annual report. 
With the additional $160,000 added to 
the 1961 budget to help African mem- 
bers, WHO will be able to help meet 
some of the more pressing needs. This 
committee met in Ghana, with 48 rep- 
most of 


govern- 


resentatives of 30 countries, 
them newly independent or emerging 
states. 

Also reported: optimum conditions 
for many infectious diseases still exist 
in Africa. Malaria affects the whole 
region with the exception of Basutoland. 
Nevertheless, transmission has been com- 
pletely interrupted in some places, par- 
ticularly in the forest areas of Cameroun 
and Liberia. “Remarkable progress” 
has been recorded in Zanzibar, Pemba, 
and Mauritius. 

Eastern Mediterranean—Reporting to 


A. H. Taba. M:D.. 


subcommittee “A” 


regional director, stated that a record 
number of WHO projects, 185, had been 
reached in the. region. 

Malaria 


eradication is already in 


nutrition, the diet in 


progress or at the planning stage in 14 
countries and territories of the region, 
he said. Also, smallpox eradication, a 
high-priority program, is now easier be- 
cause of the use of thermostable dry 
vaccine which resists tropical tempera- 
tures. A quarter of the regional budget 
was devoted to the training of medical 
and allied personnel. 

Subcommittee “B” of this region en- 
dorsed the regional office’s efforts in 
educating professional personnel, in im- 
proving the fellowship program, and in 
promoting environmental sanitation, 
mental health, and nutrition programs. 
The subcommittee recognized that ma- 
laria in countries not yet engaged in 
eradication threat to 
neighboring countries where such proj- 
ects are advancing, and urged all mem- 
ber states to give high priority to eradi- 


programs is a 


cation activities. 


WHO Fellowships for Americans 

United States citizens wishing to avail 
themselves of short-term fellowships 
made possible by WHO should note that 
the 1961 deadline date for applications 
is February’ 1, 1961. Applicants must 
be engaged in full-time public health or 
educational work (see this column, 
A.J.P.H. 30:119, Jan., 1960, for gen- 
eral information). Further informa- 
tion from Howard M. Kline, Ph.D., Sec- 
retary. WHO Fellowship Selection Com- 
mittee, Public Health Wash- 
ington 25. D. C. 


Service, 


A Doctor of Nursing Program 


What is reported to be the country’s 
first program leading to a doctor of 
nursing science degree has been estab- 
lished at the Boston University School 
of Nursing. 

The first offering of the program is 
to be in psychiatric nursing. The ob- 
jective will be to develop the nurse’s 
role further to include well-defined psy- 
which 


chotherapeutic responsibilities, 
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she undertakes in collaboration with the 
psychiatrist. Offerings in other clinical 
areas are expected to be introduced 
later. 

Approximately half of the 60 semester 
hours required will be in nursing and 
biological ‘science courses given in the 
nursing school. Correlative courses, 
with particular emphasis on the be- 
havioral sciences, research skills, and 
the humanities. will be offered through 
other graduate faculties of the uni- 
versity. 


Nutrition Board to Examine 


The American Board of Nutrition will 
hold the next examinations for certifi- 
cation as specialist in human nutrition 
on Monday, April 10, 1961, in Atlantic 
City. Applications must reach the sec- 
retary not later than March 1, 1961: 
forms from the secretary. Robert  E. 
Shank, M.D., Department of Preventive 
Medicine, Washington University School 
of Medicine, Euclid and Kingshighway. 
St. Louis, Mo. 


New England Health Institute: 26th 


Vermont State Health Department was 
the 1960 host to NEHI, which met in 
Manchester July 11-13. Registrants 
were invited to “Look Ahead in Pub- 
lic Health” and, on the inside cover of 
the printed program, were told some- 
thing of the “background — thinking 
which eventually influenced our decision 
to develop this type of program.” In 
this somewhat unusual approach insti- 
tute planners point out that the issue 
they chose to face was “whether to de- 
velop a technical, subject-matter ceniered 
program for ourselves as nurses, sani- 
tarians, laboratory technicians, health 
officers or educators. or whether to de- 
velop (one) for ourselves as public 
health professionals working in a health- 
agency setting facing common prob- 
lems.” Their choice was the latter. 
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Among their reasons: “We wanted some 
help from the students of human be- 
havior... . This is an _ exploratory 
meeting. We can go back to the more 
traditional type of program next year 
if we wish.” 

At session one, on “Present and Future 
Community Health Needs”, Herman 
Hilleboe, M.D., M.P.H., New York 
State’s health commissioner led off, stat- 
ing that chronic diseases are destined 
to take “a huge portion of our time, 
creative energy, and resources.” We 
must devise ways of screening masses 
of people, he said, and must conduct 
good epidemiological studies. Programs 
will require the help of behavioral scien- 
tists in getting people to change their 
living habits so as to forestall chronic 
affliction. “Perhaps it needs remind- 
ing.” he said, “that a certain Galilean 
put his knowledge of human behavior to 
work most incisively in his efforts to get 
his message across.” Speaking of long 
range planning: “When we hear the 
thunder of new developments, the 
lightning has already struck some 
where.” Preventive medicine hence- 
forth will be concerned with the “visions 
of the future. It will anticipate scenery 
shifts early and meet them before 
jumbled chaos results.” 

Edward M. Cohart, M.D... M.P.H.. 
then acting chairman, Department of 
Public Health, Yale School of Medicine, 
spoke of the need to measure the effect 
of programs. Do we, for example, put 
too much effort into case finding in 
school health and too little into taking 
action about the cases we find? If we 
are to undertake new and needed pro- 
grams we must continually determine 
priorities, he said. 

Berwyn F. Mattison, M.D., M.P.H.. 
executive director of APHA, dealt with 
the need for gaining acceptance for 
health programs. He pointed out that 
new and strange programs are not 
looked upon kindly and that public 
health progress may suffer more from 
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the “status quo seekers than the status 
seekers.” However. workers who are 
doing their best must also learn to be 
patient “and hope that perhaps 20 years 
from now people will look back and say, 
‘Why of course they did that; what 
Dr. Mattison also spoke of the 
power of people’s emotional experiences 


else?” 


to determine public attitudes on pro- 
whether the 
elimination of so many acute childhood 


grams. He questioned 
diseases had not perhaps contributed to 
le delinquency. “Nothing will 
family more solidly than 
tragedy. The old families of six or 
eight children almost inevitably lost one 


juveni 


cement a 


or two as they were growing up.” Did 
this not provide a 
which has been absent for the past gen- 
eration, he asked. 

At the banquet, Bradley Buell, execu- 
tive director of Community Research 
Associates, Inc.. New York City, de- 
clared that “only when one grasps the 
nettle of reality and faces up to the 
community-wide problems that must be 
resolved does planning become focused 
He spoke of the need 


to reshape concepts and methods of epi- 


“cementing” influence 


and dynamic.” 
demiology in order to improve com- 
munity planning and administration of 
He noted. 


too, that there is now no pivotal agency 


the chronic disease program. 


which by law or by common consent 
would plan and administer the total 
range of such a program. “Leadership 
It consistently fol- 


lows neither logic nor structure.” 


is where you find it. 


The morning of the second day was 
given over to five panelists and a re- 
Inter- 
Relationships” in the region. 


actor panel for “Reviewing 
Avency 
According to one of the principal speak- 
ers. Horace Brown, executive director 
of the Connecticut Heart Association. a 

effort to establish better 
relationships at local levels 
would probably uncover latent possibili- 


considered 
working 


ties for cooperative action which hitherto 


have gone unrecognized. Another 


panelist, J. K. Shafer, M.D., chief of 
the Division of General Health Serv- 
ices, PHS, stated that coordination is an 
essential element of a complex society 
and an index of maturity. Coordina- 
tion also requires the specialist to sur- 
render some determination of where, 
when and how much his skill will be 
applied. 

Registrants gathered into 
discussion groups in the afternoon to 


informal 


discuss problems related to the topics of 


the three preceding sessions. the 
evening. Harold S. Barrett, M.D., 
M.P.H.. Connecticut’s deputy health 
commissioner, moderated a “Discussion 
of the Future of NEHI” and of the 
questions: Should we continue sponsor- 
ing NEHI? If so, what do we want to 
get out of future After 
what was reported to be a “lively and at 
times heated” discussion, it was agreed 
that there was need for NEHI and for 
greater emphases on NEHI’s continuity 


meetings 7 


and coordination. 

The final session on the following 
morning was devoted to a “Summary 
and a Look Ahead: Public Health and 
Human Behavior. Problems and Pros- 
Walter Wardwell. Ph.D.. as- 
sociate professor of sociology at the 
University of Connecticut, said the In- 
stitute had provided delegates with a 
chance to see individual problems as 


pects.” 


part of a larger picture and to share 
their doubts, frustrations and_ satisfac- 
tions with others. In a profile of the 
health officer. Edward Wellin, Ph.D.. 
field director of APHA’s Study of Be- 
havioral Public Health. 
spoke of the four hats health officers 
public 


Sciences in 
wear: the physician's. the 
official's. the administrator's and the 
Their multi- 
pronged responsibilities call for astute- 
ness in the art of communication, he 
said. William Weidman. M.D., director 
of the Division of Sanatoria and Tuber- 
culosis, Massachusetts Department of 
Public Health. acknowledged the value 


community coordinator’s. 
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of the social scientist and his tools in the 
public health program but said he 
should fit into it, not dominate it. 

Nathan Lefkowitz. director of the 
Office of Public Health Education, 
Vermont State Department of Health, 
was chairman of the executive com- 
mittee of the 26th meeting of NEHI. 
Maine will be host to the 27th, on as 
yet undetermined dates. 


The Model of a Modern Engineer 


In August the National Council of 
State Boards of Engineering Examiners 
(NCSBEE) adopted “A Model Law: 
A Guide for the Preparation of Uniform 
Laws for the Examination of Engineers 
and Land Surveyors.” 

Wyoming was the first state in the 
Union to adopt an engineering registra- 
tion law. This was in 1907. By 1953, 
all states had enacted such laws. During 
the interim, however, several profes- 


‘sional engineering societies had seen 


the need for greater uniformity in the 
registration laws of the separate states. 
By 1932 they had banded together and 
issued a model law. This was revised 
in 1937, 1943, and 1946. In 1958. 
NCSBEE undertook a further revision, 
submitting preliminary drafts to  in- 
terested groups and holding regional 
hearings to facilitate comment; the 
1960 model is the result. 

Copies are 10 cents, obtainable from 
James H. Sams, Executive Secretary, 
NCSBEE, P. O. Drawer 752, Clemson, 


Future of the Nation's Watercourses 


(Editor's Note: In view of the close 
working relationship between the APHA 
and the Water Pollution Control Federa- 
tion and because of the widespread 
professional interest of public health 
workers in water conservation and pollu- 
tion control, the following statement is 
reproduced in full.) 
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STATEMENT ON WATER 
POLLUTION CONTROL 


Adopted by the Board of Control 
of the Water Pollution Control 
Federation 


October 6, 1960 


Pollution of the Nation’s watercourses, 
ground waters and coastal waters is a 
continuing hazard to health, comfort, 
safety and economic welfare. While 
considerable progress has been made in 
pollution control by many municipali- 
ties and industries, many water resources 
areas are being degraded, impaired and 
damaged by such discharges, and they 
will be further adversely affected by the 
amount pattern of - population 
growth, industrial expansion and tech- 
nological advancements. 

To assure the conservation and pro- 
tection of the Nation’s water resources. 
the Water Pollution Control Federation 
believes: 

1. That the discharge of pollutional wastes 
into the waterways of the Nation should 
be controlled. 

2. That the type and extent of treatment 
and control for any specific situation 
must be determined after consideration 
of the technical factors involved. 

3. That the responsibilities for the adequate 
treatment and control of wastes to over- 
come pollution must be shared indi- 
vidually and jointly by industry and 
local, state and federal governments. 

4. That basic and applied research by com- 
petent personnel must be encouraged by 
broad mutual effort to develop new 
knowledge that will solve water pollu- 
tion problems. 

That the administration of pollution con- 
trol must be firm, effective and equitable. 


wn 


6. That the administration of state and 
interstate pollution control programs 
should remain in the hands of state and 
interstate water pollution control agencies. 
which must be supported by increased 
budgets and adequately staffed by well 
trained and compensated engineers, scien- 
tists and other personnel. 

That the primary objective of pollution 
control is the protection of the public 
health, with other objectives adding im- 


1979 


- 
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pelling reasons for water resources pro- 
tection. 

8. That federal activity in water pollution 
control should be administered by the 
Public Health Service, which is best 
fitted to perform these functions by 
virtue of its long experience and close 
cooperation with state health depart- 
ments and state and interstate water 
pollution control agencies. 

That the public must be made fully 
aware of the hazards of pollution and of 
the workable means for control, so that 
it will sponsor and support construction 
and proper operation of all necessary 
facilities. 

That mandatory certification or licensing 
of better trained and compensated op- 
erating personnel is the best ultimate 
means for assuring the most effective 
operation and maintenance of pollution 
control facilities. 

That standards for radiation hazards in 
water pollution control should be pri- 
marily in the interest of the protection 
of the public health. 

That the control of toxic and exotic 
chemicals should be 
maximum extent practicable, at the 
source in order to prevent problems in 


exercised, to the 


water pollution control. 

That federal, state and local fiscal laws 
and practices should be devised and 
modified to assure the most economical 
and effective means for financing the con- 
struction, operation and upgrading of 
wastewater treatment works. 


Two New Homes 


The Colorado State Department of 
Health held dedication ceremonies for 
its recently built new headquarters in 
September. The address is 4210 E. 11th 
St.. Denver 20. The department was 
formerly; housed in the State Office 
Building. The new construction is on 
land belonging to the University of 
Colorado Medical Center which was 
leased by the Regents of the University 
of Colorado to the Department of 
Public Health for 50 years for one dol- 
lar. The location of the site puts the 
new offices in an environment of gov- 
ernmental and private medical care 
facilities. 


“Biological Abstracts” is now being 
published in a new home of its own at 
3815 Walnut St., Philadelphia 4, Pa. 


The move was made in October. A sym- 


posium on problems and trends in scien- 


tific communications marked the dedi- 
cation of the building. Biological Ab- 
stracts is a nonprofit organization 
founded in 1926 to provide a compre- 
hensive abstraction of the world’s re- 
literature in all the fields of 
biology. Today it reviews more than 
1.900 journals and in 1960 expects to 
more than 72,000 abstracts. 
Conrad is director of the 


search 


publish 
G. Miles 


sery ice. 


American Hospital Association 


At the annual meeting of the Ameri- 
can Hospital Association (Aug. 29-Sept. 
1), Frank S. Groner, administrator of 
Baptist Memorial Hospital, Memphis, 
Tenn., succeeded Russell A. Nelson, 
M.D., director of Johns Hopkins Hos- 
pital, Baltimore, as president. Jack 
Masur. M.D., director of the Clinical 
Center, National Institutes of Health, was 
named _ president-elect. John H. Hat- 
field, director of Passavant Hospital, 
Chicago, was reelected treasurer. 

Other news: At AHA headquarters, 
Maurice J. Norby, deputy director of 
the Association, is now also director of 
the new Department of Hospital Finane- 
ing and Community Planning. He was 
also appointed secretary of the newly 
created Council on Blue Cross, Financ- 
ing and Prepayment, which succeeds 
the Council on Planning, Financing and 
Prepayment. Two divisions have been 
formed in the new department: (1) The 
Division of Blue Cross Relations, headed 
by Richard M. Jones, director of the 
former Blue Cross Commission (as of 
September 30, the Blue Cross Associa- 
tion; no change of address); and (2) 
the Division of Hospital Relations, to be 
directed by Hiram Sibley, who was sec- 
retary of the Council on Planning, Fi- 
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nancing and Prepayment. Both men 
have also been named associate secre- 
taries of the new Council. 


Training Opportunities 


The National Institute of Mental 
Health and the Russell Sage Foundation 
are now financing several traineeships 
for advanced study in the doctoral pro- 
gram in social work and social science 
at the University of Michigan. Stipends 
range from $750 to $4.350. 

The interdepartmental program offers 
degrees combini=2 work with 


sociology, social psychology, psychology, 


social 


or economics, and prepares students for 
careers in research, teaching, and policy 
development. Students with bachelor’s 
degrees only, as well as students with 
a master’s degree in social work or a 
social science discipline, may apply. 
Deadline for filing applications for 
Fellowship is February 1, 1961.  De- 
tailed information from Dr. Henry 


Meyer, School of Social Work, The Uni- 


versity of Michigan, Ann Arbor. 


The Communicable Disease Center in 
Atlanta will offer a three-week course in 
Epidemiology for Nurses from March 
13 to 31. This is to be a refresher, de- 
signed to increase the technical knowl- 
edge and skills of nurses in the preven- 
tion and control of communicable dis- 
eases, with emphasis on epidemiologic 
and statistical principles and technics. 
Current major communicable diseases, 
including the insect- and animal-borne 
diseases transmissible to man, are to be 
considered, along with the principles 
on which nursing care in these diseases 
is based. 

Communicable disease nursing con- 
sultants, public health nursing super- 
visors, educational directors, qualified 
public health staff nurses, industrial 
nurses, and instructors in schools of 
nursing are among those eligible for 


admission. Further information from 
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chief, Specialized Training Unit, Nurs- 
ing Section, Epidemiology Branch, Com- 
municable Disease Center, 1600 Clifton 
Road, NE, Atlanta 22, Ga., or from the 
director of public health nursing, state 
health department of each state. The 
number of admissions is restricted; 
applications should reach CDC by Feb- 
ruary 15, 1961. 


APHA Supplement Available from 
American Heart Association 


The October, 1960, supplement of the 
A.J.P.H. is available from either APHA 
or American Heart Association. 44 East 
23 St. N.Y. 10. Price: $1 per copy. 


PERSONALS 


W. W. Armistep, D.V.M., dean, College of 
Veterinary Medicine, Michigan State Uni- 
versity, East Lansing, has been appointed 
national consultant in veterinary medicine, 
Office of the Surgeon General, USAF, Wash- 
ington, D. C. 

Baumcartner, M.D.,* health commis- 
sioner, New York City Department of 
Health, has received the Diamond Jubilee 
Award of the New York City Branch of the 
American Association of University Women. 
for outstanding leadership in health edu- 
cation. 

‘HARLES FE, Berry, director, Department of 
Hospital Administration, Catholic Hospital 
Association of the United States and 
Canada, St. Louis, Mo., and associate di- 
rector, Department of Hospital Administra- 
tion,. St. Louis University, is now also 
assistant to the executive director of the 
association. 

‘HARLES M. Carpenter, M.D.,* professor of 
infectious diseases, University of California 
School of Medicine, Los Angeles, has been 
on a two months’ leave of absence, during 
which he addressed the International Union 
Against Cancer in Tokyo, lectured at uni- 
versities in Japan, Korea, and Spain, and 
surveyed a medical school in Indonesia. 

Wituiam J. Casser, Jr., M.D., M.P.H.,7 for- 
merly director, Bureau of Maternal and 
Child Health, Missouri State Division of 
Health, is now health officer, Jackson 
County (Illinois Department of Public 
Health) with headquarters in Murphysboro. 


* Fellow. 
+ Member. 
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James Patrick Cooney, M.D. (Major Gen- 

~ eral MC, USA ret.), formerly Chief Sur- 
geon of the Army in Europe, is now vice- 
president for medical affairs, American 
Cancer Society, New York City. 

Harsert L. Dunn, M.D., Ph.D..* formerly 
chief, National Office Vital Statistics, 
Public Health Service, Washington, D. C.. 
is now special assistant in aging, Division 
of General Health Services, PHS, Wash- 
ington, D. C. 

Curtinée B. Favour, formerly director, De- 
partment of Immunology, Palo Alto 
(Calif.) Medical Research Foundation, is 
now professor and chairman, Department of 
Preventive Medicine, Georgetown Uni- 
versity, Washington, D. C. 

Retnatpo A, Ferrer, M.D.,* is now research 
associate in administrative medicine, School 
of Public Health and Administrative Medi- 
cine, Columbia University, New York City. 
on leave of absence from his position as 
regional coordinator and director of re- 
search, Puerto Rico Department of Health. 

Jane Fieminc, M.D.. a physician in the 
Maternal and Child Health Division, Al- 
legheny County Health Department, Pitts- 
burgh, Pa.. is now health officer in the 
department's Northwest District. 

Saran FE. Gitr, R.N..* formerly resident 
lecturer, is now assistant professor of public 
health nursing, School of Public Health, 
University of Michigan, devoting full time 
to the program of instruction in mental 
health. 

Roscoe H. Gorke,t sanitary engineer director, 
PHS, formerly assigned to the New Jersey 
State Department of Health as acting chief, 
Radiological Health Program, is now chief, 
Data Analysis Unit. Division of Radiologi- 
cal Health, Bureau of State Services, PHS, 
Washington, D. C. He will be editor of 
Radiological Health Data, a monthly re- 
port. 

Raceu ©, Graner,* formerly assistant chief, 
is now chief, Air Pollution Engineering 
Program, Bureau of State Services, PHS, 
succeeding Frank Terziarr* on loan to 
the International Cooperation Administra- 
tion as sanitary engineering advisor to the 
Ministry of Health, Lima, Peru. 

Duptey W. Harcrave, M.D., M.P.H..+  for- 
merly commissioner of health, Ulster 
County, N. Y.. is now associate public 
health physician (medical rehabilitation), 
New York State Health Department. 

Omar ©. Hopkins.t formerly assistant chief. 
Division of Engineering Services, is now 
deputy chief, Division of Water Supply and 


* Fellow 


Member. 


Pollution Control, Bureau of State Serv- 
ices, PHS, succeeding Arve H. Daut,* now 
on a year’s tour of duty at the Industrial 
College of the Armed Forces in Washington. 

Rosert L. Hummer, VC, USAF,* 
formerly veterinarian, Air Force European 
Exchange, Wiesbaden, Germany, is now 
assistant chief of veterinary services, School 
of Aviation Medicine, Brooks Air Force 
Base, Tex. 

Samuet C. Karim, M.D., formerly chief of in- 
patient psychiatry and neurology, VA_hos- 
pital, Coral Gables, Fla., is now chief of 
psychiatric research, Veterans Administra- 
tion, Washington, D. C. 

Cuaries V. Kipp, Ph.D.,*+ formerly director. 
Research Planning Branch, is now associate 
director for institutional relations (new 
position) NIH, Bethesda, Md. Joseru S. 
Murravucnu succeeds him in his former pési- 
tion. 

Grorce FE, Leoxe, M.D., M.P.H., former U. S. 
Army surgeon, is now district health officer, 
famestown (N. Y.) District Health Depart- 
ment. 

Lowe, S. Levin, Ed.D., M.P.H..+ formerly 
assistant professor of health education, Col- 
lege of Medicine, University of _ Vermont, 
Burlington, is now associate study director, 
Study of Manpower Needs in the Basic 
Health Sciences, University of Pittsburgh 
(Pa.). Schools of the Health Professions. 
The Federation of American Societies for 
Experimental Biology is study sponsor. 

Carot L. Loomis, M.P.H..+ formerly admin- 
istrative dietician, Rhode Island Hospital, 
Providence, is now apprentice nutritionist, 
Bureau of Nutrition, New York State De- 
partment of Health. 

Rosert McCravenry, M.D.. formerly di- 
rector of a National Academy of Sciences- 
National Research Council project reviewing 
the medical research program of the Veter- 
ans Administration, is now director of 
medical education service for the Veterans 
Administration. 

Ricnarp D. Mupp, M.D.,.* medical director, 
Chevrolet"Grey Iron Foundry, Saginaw, 
Mich., has been appointed national con- 
sultant in occupational medicine to the 
Surgeon General of the U. S. Air Force. 

C. H. Muneéer, M.D..t Lyon County health 
officer. Emporia, Kansas, has retired. 

James B. Ramsey, formerly chief engineer 
and superintendent, Water Department of 
Kansas City, Mo., is now assistant secretary. 
American Water Works Association, New 
York City. 

Hvucu B. Rorins, M.D..* formerly professor 
of public health practice, University of 
Michigan School of Public Health, Ann 
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Arbor, is now deputy commissioner, Alle- 
gheny County Health Department, Pitts- 
burgh, Pa. 

Mary S. R.N.,¢ formerly assistant 
chief, Nursing Section, North Carolina State 
Board of Health, is now director, Division 
of Public Health Nursing, New Mexico 
Department of Public Health, Santa Fe. 

Howarp A. Rtsk, M.D.,+ has received the 
Distinguished Service Award and Medal of 
the National Society for Crippled Children 
and Adults. 

Leo Suatix, Ph.D..+ formerly associate pro- 
fessor of psychology, Albany Medical 
College, and chief clinical psychologist, 
Veterans Hospital, Albany, N. Y., is now 
professor of clinical psychology and chief. 
Division of Behavioral Sciences, Department 
of Psychiatry, Seton Hall College of Medi- 
cine and Dentistry, Jersey City, N. J. 

Masor Rosert W. Suerwoov, MC, USA,* 
formerly chief of the Health Center, Ft. 
Dix, N. J.. is now chief, Communicable Dis- 
ease Branch, Preventive Medicine Division. 
Army Surgeon General's Office, Washington, 

Eowarp L. Srockron,* 
chief. Kent County 


formerly sanitation 

(Mich.) Health De- 
partment, is now director of sanitation 
activities, Central District, Allegheny 
County Health Department, Pittsburgh, Pa. 

Dorotuy E. Swineurne, formerly assistant 
project coordinator, Referral Unit Project. 
New York City Youth Board, is now con- 
sultant on health and welfare services, As- 
sociation of The Junior Leagues of America. 
Inc., New York City. 

Merepitu H. THompson, Dr.Eng.,* formerly 
director, Bureau of Environmental Sani- 
tation, is now assistant commissioner of the 
recently established Division of Environ- 
mental Health Services, New York State 
Department of Health, Albany. 

Cotone. O. Extiorr Ursin, ME, USA,* 
formerly surgeon, Seine Area Command, and 
commanding officer, U. S. Army Hospital. 
Paris, is now deputy commander and chief 
of professional education, Fitzsimmons Gen- 
eral Hospital, Denver, Colo. 


DEATHS 


Anprew F. M.P.H.* who was chief. 
Resort Section, New York State Depart- 
ment of Health. Albany, retired in 1956 
(Engineering and Sanitation Section). 

Ernest Easton,t executive secretary. 
emeritus, New Jersey Tuberculosis League, 
retired (Unaffiliated). 

* Fellow. 


t Member. 
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Rotun W. Hoyt.+ president, International 
Equipment Company, Boston, Mass. (Lab- 
oratory Section). 

S. Srewart Murray, M.D., D.P.H.,7 senior 
medical health officer for the Metropolitan 
Health Committee, Greater Vancouver, 
Canada, and vice-president of Western 
Branch, APHA, for the year 1957, on Sep- 
tember 23 (Health Officers Section). 

Ernest W. Proturo, M.D.,¢ of Detroit, Mich., 
on August 4, 1960 (Unaffiliated). 

Burton L. Rockwett, of Oriskany 
Falls, N. Y. (Health Officers Section). 


CONFERENCES AND DATES 


American Public Health Association, 
Eighty-Ninth Annual Meeting, Detroit, 
Mich. November 13-17, 1961. 


State and Regional Public Health Meet- 
ings—December, 1959, and January, 
February, 1961: 


Southern, 
Miramar 


Public Health As- 
Hotel. Santa 


California, 
sociation. 
Monica. December 2. 

Mississippi Public Health Association. 
Robert E. Lee Hotel, Jackson. De- 
cember 7-9. 

Tennessee Public Health Association. 
Hermitage Hote]. December 7-9. 


Meetings of Other Organizations: 


American Association of School Adminis- 
trators. San Francisco, Calif. January 
25-28, 1961. 

Council on Social Work Education. Mon- 
treal, Canada. February 1-4, 1961. 

International Conference of Social Work, 
10th. Rome, Italy. January 8-14, 1961. 

National Dairy Council. Louisville, Ky. 
February 7-9, 1961. 

National Conference on Water Pollution. 
Washington, D. C. December 12-14. 

National Swimming Pool Institute. Adol- 
phus and Baker Hotels. Dallas, Tex. 
January 7-10, 1961. 

United Community Funds and Councils 
of America, Conference of Community 
Welfare Council Leaders. Biennial. 
Pittsburgh, Pa. January 12-13, 1961. 

White House Conference on Aging. Wash- 
ington, D. C. January 9-13, 1961. 


University of Oslo International Summer 
School offers second time: MEDICAL CARE 
AND PUBLIC HEALTH SERVICES IN 
NORWAY. (Registration limited) July 1-28, 
1961 in Oslo, Norway. Two weeks of lectures 
and local visits in Norway; 14-day field trip. 
Write: Oslo International Summer School, 
Northfield, Minnesota. 
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OFFICERS 1960-1961 

President, Marion W. Sheahan, R.N., New 
York, N. Y. 

President-Elect, Charles Glen King, Ph.D., 
New York, N. Y. 

Vice-President, G. R. F. Elliot, M.D., Van- 
couver, B. C., Canada 

Vice-President, Humberto Olivero, Jr., Guate- 
mala City, C. A. 

Vice-President, Margaret F. Shackelford, 
M.S., Oklahoma City., Okla. 

Treasurer, D. John Lauer, M.D., New York, 


Chairman of the Executive Board, John D. 
Porterfeld, M.D., Washington, D. C. 

Executive Director, Berwyn F. Mattison, M.D., 
New York, N. Y. 


EXECUTIVE BOARD 

Chairman, John D. Porterfield, M.D., Wash- 
ington D. C. (1962) 

Betty W. Bond, Ph.D., Bangkok, Thailand 
(1963) 

Charles Glen King, Ph.D... New York, N. Y. 
(President-Elect) 

D. John Lauer, M.D.. New York, N.Y. 
( Treasurer) 

Dwight F. Metzler, C.E., Topeka, Kans. 
(1963) 

Marion W. Sheahan, R.N., New York, N. Y. 
(President) 

Charles E. Smith, M.D., Berkeley, Calif. 
(1962) 

Wilson T. Sowder, M.D., Jacksonville, Fla. 
(1961) 

Milton Terris, M.D... New York, N. Y. (1961) 


ELECTIVE COUNCILORS 
Terms Expiring 1961 
Carl L. Anderson, Dr.P.H., Corvallis, Ore. 
Katherine Bain, M.D., Washington, D. C. 
Herman G. Baity, Se.D., Geneva, Switzerland 
Charles F. Blankenship, M.D., San Francisco, 
Calif. 
Anne Burns. R.N., Columbus, Ohio 
Robert H. Felix, M.D., Bethesda, Md. 
John P. Fox, M.D., New Orleans, La. 
Ernest M. Gruenberg, M.D., New York, N. Y. 
Paul A. Harper, M.D., Baltimore. Md. 
Marjorie M. Heseltine, M.A.. Washington. 
db. Cc. 
Alexander D. Langmuir. M.D., Atlanta, Ga. 
Richard K. C. Lee, M.D... Honolulu, Hawaii 
Lucile Petry Leone, R.N., Washington, D. C. 
Hugh R. MeLaren, D.D.S., Ottawa, Ont.. 
Canada 
Beryl J. Roberts, Dr.P.H., Berkeley, Calif. 
Morris Schaeffer, M.D... New York. N. Y. 
Ray E. Trussell, M.D.. New York, N. Y. 


Terms Expiring 1962 
Joseph A. Bell, M.D., Bethesda, Md. 


. Philip E. Blackerby. Jr.. D.D.S., Battle Creek, 


Mich. 
Lester Breslow, M.D., Berkeley, Calif. 
Martha L. Clifford, M.D., Hartford, Conn. 
Mayhew Derryberry, Ph.D., Washington, D. C. 
Warren F. Draper, M.D., Arlington. Va. 
Harold M. Erickson. M.D., Berkeley, Calif. 


AMERICAN PUBLIC HEALTH ASSOCIATION, Inc. 
GOVERNING COUNCIL 


Thomas Francis, Jr., M.D., Ann Arbor, Mich. 
John B. Grant, M.D., San Juan, P. R. 
Ruth E. Grout, Ph.D., Minneapolis, Minn. 


.Ruth L. Huenemann, D.Sc., Berkeley, Calif. 


Morton Kramer, D.Sc., Washington, D. C. 
James Lieberman, D.V.M., Atlanta, Ga. 
Lucy S. Morgan, Ph.D., Chapel Hill, N. C. 
James A. Shannon, M.D., Bethesda, Md. 
Charles C. Wilson, M.D., New Haven, Conn. 


Terms Expiring 1963 
Solomon J. Axelrod, M.D., Ann Arbor, Mich. 
Leona Baumgartner, M.D., New York, N.. Y. 
Antonio Cioeco, D.Sc., Pittsburgh, Pa. 
Pearl F. Coulter, R.N., Tucson, Ariz. 
Martha M. Eliot, M.D., Cambridge, Mass. 
Ruth Freeman, Ed.D., Baltimore, Md. 
Mark D. Hollis, D.Sc., Washington, D. C. 
Andie L. Knutson, Ph.D., Berkeley, Calif. 
Paul V. Lemkau, M.D., Baltimore, Md. 
Ella McNeil, R.N., Ann Arbor, Mich. 
Benjamin Pasamanick, M.D., Columbus, Ohio 
Helen M. Wallace, M.D.. Washington, D. C. 
Patricia Walsh, R.N., Ann Arbor, Mich. 
James Watt, M.D., Bethesda, Md. 
Myron E. Wegman, M.D., Ann Arbor, Mich. 


CHAIRMEN OF STANDING 

COMMITTEES 

ommittee on Affiliated Societies and Branches. 

J. W. R. Norton, M.D., Raleigh, N. C. 

ommittee on Constitution and By-Laws, David 

E. Price, M.D., Bethesda, Md. 

ommittee on El.gibility, John C. Cutler, 

M.D., Pittsburgh. Pa. 

ommittee on Evaluation and Standards, 

Theodore J. Bauer, M.D., Washington, D. C. 

ommittee on Professional Education, Thomas 

Parran, M.D.. New York, N. Y. 

ommittee on Public Policy and Legislation, 

Herman E. Hilleboe, M.D.. Albany, N. Y. 

ommittee on Research Policy, Robert Dyar. 

M.D.. Berkeley, Calif. 

Technical Development Board, Roscoe P. 


Kandle. M.D., Trenton, N. J. 


SECTION OFFICERS 1961 
Dental Health Section 
Chairman: Wesley O. Young, D.M.D., Boise. 
Idaho 

Vice-Chairman: Norman F. Gerrie. D.D.S.. 
Washington, D. C. 

Secretary: David F. Strifler, D.D.S., Santa Fe, 
N. 


~ 


~ 


~ 


~ 


~ 


Engineering and Sanitation Section 

Chairman: Paul W. Purdom, P.E.. Phila- 
delphia, Pa. 

Vice-Chairman: Clarence W. Klassen, P-.E.., 
Springfield, Il. 

Secretary: James A. King, M.P.H., Bethesda, 
Md. 

Epidemiology Section 

Chairman: Fred L. Soper, M.D., Chevy Chase, 
Md. 

Vice-Chairman: Kirk T. Mosley, M.D., Okla- 
homa City, Okla. 

Secretary: Arthur C. Hollister, Jr.. M.D., 
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Food and Nutrition Section 
Chairman: Robert E. Olson, M.D., Pittsburgh, 
a. 
Vice-Chairman: Emil M. Mrak, Ph.D., Davis, 
Calif. 
Secretary: Ruth E. Brennan, Clayton, Mo. 


Health Officers Section 
Chairman: Ellis D. Sox, M.D., San Francisco, 
Calif. 
Vice-Chairman: Charles L. Wilbar, Jr.. M.D., 
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Secretary:Harald M. Graning, M.D., New 
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Laboratory Section 
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Maternal and Child Health Section 
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Standard Methods 


For the Examination of Water and Wastewater 
Eleventh Edition 


Formerly titled Standard Methods for the Examination of Water, Sewage and 
Industrial Wastes, the 11th Edition brings up to date this classic of public health 
laboratory procedures. All methods have been modified to reflect new knowledge 
and practice, new procedures have been added, several major sections have been 
reorganized and two new Parts have been included. Illustrations have been redrawn 
and several added. The membrane filter technic has been included as an alternate 
method. Special plates have been drawn to illustrate significant plankton. The 
discussion of statistical treatment of data has been amplified. The total length of 
the volume has been increased from 522 pages to approximately 648 pages. 

As in past editions, the 11th has been prepared jointly by the American Public 
Health Association, American Water Works Association and Water Pollution Con- 
trol Federation. The text is divided into 9 parts: 

I. Physical and Chemical Examination of Natural and Treated Waters in 
the Absence of Gross Pollution. 
. Physical and Chemical Examination of Sewage, Treatment Plant Effluents 
and Polluted Waters. 
Physical and Chemical Examination of Industrial Wastes. 
. Physical and Chemical Examination of Sludge and Bottom Sediments in 
Sewage Treatment Processes and in Polluted Rivers, Lakes and Estuaries. 
’, Methods for Radiological Examination of Water and Wastes. 
. Bioassay Methods for the Examination of Acute Toxicity of Industrial 
Wastes and Other Substances to Fish. 
VII. Routine Bacteriologic Examination of Water to Determine Its Sanitary 
Quality. 
VIII. Methods for Detection and Isolation of Iron and Sulfur Bacteria. 
IX. Biologic Examination of Water, Sewage Sludge and Bottom Materials. 


Price: $10.—Special price to members if cash is sent with order, $8. Such orders 
should be sent to the organization of membership for verification. 


Approximately 648 pp. 1960 $10, List Price 


Published by: 
The American Public Health Association, Inc. 
1790 Broadway New York 19, N. Y. 


American Public Health Association, Inc. 
1790 Broadway 
New York 19, N. Y. 


Please send to me at the address given below copies of the Eleventh Edition, 
Standard Methods for the Examination of Water and Wastewater. 
I am a member of the American Public Health Association: .... I enc!ose $8. per copy. 


.... Please bill me $10.00 per copy. 
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Presewe your JOURNALS 


With a Jesse Jones 
Volume File 


Specially designed and produced for 
the American Journal of Public Health, 
this file will keep one volume, or 12 
issues, clean, orderly and readily acces- 
sible. Picture this distinctive, sturdy 
Volume File on your book shelf. Its rich 
red and green Kiver cover looks and feels 
like leather, and the 16-carat gold lea- 
hot-embossed lettering makes it a fit com- 
panion for your finest bindings. 

The Volume File is reasonably priced, 
in spite of its costly appearance. It is 
sent postpaid (except in Canada and in 
foreign countries) carefully packed, for 
$2.50 each. Most members will find it 
more convenient and economical to order 
3 for $7.00 or 6 for $13.00. Satisfaction 
guaranteed. For prompt shipment, order 
direct from the: 


American Public Health Association 
1790 Broadway, New York 19, N. Y. 


THE USER CAN SEE THAT 
__this spoon 
Nis clean 


There is no substitute for the visible and 
absolute sanitation of a_ single-service 
spoon that is cut, shaped, and wrapped at 
the factory by automatic machinery. OWD 
Ritespoons are made of selected hard wood 
in the true shape of metal ware. The wood 
is not treated—subjected only to heat and 
moisture. Bacterial count at factory 
practically nil. Sizes to meet all service 
needs of drive-ins, roadside stands, curb 
service places, etc. Will gladly send you 
samples and data. Please use your letter- 
head to request same. 


OVAL WOOD DISH CORPORATION 
TUPPER LAKE, N. Y. « DEPT. H 


THE OVAL WOOD DISH CO. OF CANADA, LTD, 
INDUSTRIAL CENTER NO. 5, QUEBEC, P. Q. 


AMERICAN PUBLIC HEALTH ASSOCIATION, Inc. 


1790 Broadway 


APPLICATION FOR MEMBERSHIP 


(Please type or print) 


(street) (city) (zone) (state) 

(title) (organization) 

(street) (city) (zone) (state) 

(title) (organization) (city and state) (dates) 


EDUCATION (schools, dates. degrees if any) 


Please complete application on reverse side. 


New York 19, N. Y. 


DECEMBER, 1960 


= 


REPORTS OF THE COMMITTEE ON PROFESSIONAL 
EDUCATION 


(Officially Approved by the Governing Council of the A.P.H.A.) 


Educational and Experience Qualifications of Physical Therapists in Public Health Agencies 

Educational Qualifications of Industrial Hygiene Personnel Other Than Medical, Dental, and 
Nursing 

Educational and Experience Qualifications of Public Health Laboratory Workers 

Educational Qualifications and Functions of Public Health Educators 

Educational Qualifications of Directors of Public Health Departments 

Educational Qualifications of Executives of Voluntary Health Organizations and Health Councils 

Educationai Qualifications of Medical Administrators of Specialized Health Activities 

Educational Qualifications of Public Health Dental Hygienists 

Educational Qualifications of Public Health Dentists 

Educational Qualifications of Sanitary Engineers Engaged in the Field of Public Health 

Educatiors! Qualifications of Public Health Veterinarians 

Educational Qualifications of School Physicians 

cducational and Other Qualifications of Public Health Sanitarians 


Single copies are available ‘without charge 


Address requests to the 


Book Service 


AMERICAN PUBLIC HEALTH ASSOCIATION, Inc. 
1790 Broadway at 58th Street New York 19, N. Y. 


(Continued from previous page) 
SECTION AFFILIATION DESIRED (choose only one) 
...Health Officers Food and Nutrition School Health 
Laboratory Maternal and Child Health Dental Health 
... Statistics Public Health Education _.............Medical Care 
Engineering and Sanitation Public Health Nursing __............. Mental Health 
Occupational Health Epidemiology Unaffiliated 


ENDORSER: The endorser of this application must be a Member or Fellow of the American 
Public Health Association. If you cannot obtain the actual signature, print the name and 
address so that the Administrative Office may procure it for you. 


(signature) 


ANNUAL DUES: United States $12.00; elsewhere $13.00 to cover postage. The dues cover 
use of the services maintained by the Association and monthly receipt of the American 
Journal of Public Health. 


The membership year is January through December. Members joining during the first six 
months of the year will receive the Journal from January through December. Members join- 
ing after July 1 will receive the Journal beginning with July; such applicants may pay one 
years dues covering the period July through June, or one-and-a-half year’s dues, thus 
adjusting dues to the membership calendar year. 


Dues must be received before applications are reviewed by the Committee on Eligibility 


A remittance for $.......... is enclosed. Send bill to................cccccccececceeee 


DATE ..... 
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Just Published! 


Standard Methods 
For the Examination of Dairy Products 


Eleventh Edition 


This year, 1960, marks the 50th Anniversary of the first edition of this essential 
manual of laboratory methods used in the examination of dairy products. For half 
a century it has been accepted as the basis for methods used by official agencies at 
the federal, state and local level. It is equally “Standard Methods” for industry in 
quality control work and serves as a text book in many university bacteriology 
courses. 

The Eleventh Edition has been completely revised and extensively reorganized. 
(See American Journal of Public Health, August, 1960, p. 1202, for details of 
changes and additions. ) 

Standard Methods for the Examination of Dairy Products, Eleventh Edition, 
is an official report of the American Public Health Association. 


Published by 


American Public Health Association, Inc. 
1790 Broadway New York 19, N. Y. 


American Public Health Association, Inc. 
1790 Broadway 
New York 19, N. Y. 


Please send to me at the address given below 
the Examination of Dairy Products, Eleventh Edition. 


Enclosed find §..................... . (@ $7 per copy) 
Please bill me. ................ 


Ship to 
(Name) 


(Address ) 


DECEMBER, 1960 
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PUBLICATIONS OF THE APHA (1790 Broadway, New York 19, N. Y.) 


American Journal of Public Health and 
Nation’s Health: 
Subscription (USA) 
Foreign 
Single copies 
APHA Year Book 
An _—~ Method for Measuring the 
of ousing—A for Health O} 
Officials and P' 
art 


uality 
ers, 


1945 


lanners: 
Nature and Uses of the Method. 


Ip 
Part fl Appraisal of Dwelling C onditions. Vol. 
\—Director’s Manual. $3.00. Vol Field 
Procedures. $2.00. Vol. C—Office Procedures. 
$3.00. 1946; or three for 
Part Il Neighborhood Environ- 
ment. 1950. 132 
Baker’s Devonshire coli ic. ‘Delta 
Omega ed., 1958. 74 p 
Basic Principles of Healthful Housing. 
reprinted 1950. 34 pp 
Care of Laboratory Animals. 
Chronic 


1767. Facsimile 


2nd ed. 


1954. 32 pp 
Disease and Rehabilitation. A Program 
Guide for State and Local Health Agencies. 
116 pp 
Control of Communicable Diseases in Man. 9%h 
ed. 1960. 235 pp. 
Paper edition 
Cloth bound edition 
Control of Malnutrition in Man. 
Diagnostic Procedures for Virus 
Diseases. 2nd ed. 1956. 578 pp 
Directory of Public Health Statisticians. 
1958. 58 pp 
Special price to members on prepaid orders ‘only. 
Epidemiology of Cardiovascular Diseases: 
Methododogy Part II October 1960 
Evaluation Schedule. For the study 
appraisal of community health programs ‘ 
General Medical Care Programs in Local Health 
Departments. 1951. 129 pp 
Guide to a Community Health Study 
pp 
Guides to Services for Handicapped Children: 
Cerebral Palsy—1955. 108 p 
Cleft Lip and Cleft Palate 
ial Handicaps—1955 
vilepsy—1958. 124 es 
Fe capped Children—1955. 1 50 pp 
Hearing Repahunant 1956. 124 pp 
Heart Disease and Rheumatic Fever 


1960. 124 pp. 
and Rickettsial 


6th ed 


use in and 


1960 


1960, 


pp 
V lon and Eye Problems—1956. 112 pp 


1.50 


$1.00 


Health Supervision of Young Children. A Guide 

for Practicing Physicians and Child Health Con- 

ference Personnel. 1960. 180 pp. .. : . $3.00 
Housing an Aging Population. 1953. 92 pp. ..... $1.00 
Methods for Determining Lead in Air and in 

Biological Materials. 2nd ed. 1955. 69 pp. ... $1.25 
Nutrition Practices: A Guide for Public “Health 

Administrators. 72 pp ee $1 
Principles for Healthful Rural Housing. 

1957. 29 pp 
Proposed Housing Ordinance. 1952 
Public Exposure to Ionizing Radiation. 

lic Health Personnel Needs to Know. 

55 pp 
Public Health ont Hospitals in the ‘St. 

—A Mid-Century Appraisal. 1957 
Public Health Career Pamphlet: 

Public Health—A Career with a Future. Revised : 

edition. 1954. ‘ ae 
Radiological Health Practice. A Guide for Publix 

Health Administrators. 1959. 20 pp. 

Recommended Methods for the Microbiological 

Examination of Foods. 1958. 207 pp 
Selected Papers of Joseph W. M.D., 

1956. 356 pp - $5.00 
Standard Methods for the Examination of Dairy 

Products. Ilth ed. 1960. 480 pp. 

Photographic Sediments Charts 
Standard Methods for the Examination of Water 
and Wastewater. llth ed. 1960. 650 pp 
Special price to members of APHA, AWWA, 
and WPCF on prepaid orders only for a single 
copy 
Standards for Healthful Housing: 
Planning the Home fer Occupancy 
Construction and Equipment of the Home. 
77 pp 
Swimming Pools and Other Public Bathing Places. 
Practice for Design, Equipment 
and Operation. 10th ed. 1957. 60 pp 
35 Year Index of the American Journal of Public 

Health. Years 1911 to 1945. 340 pp. Buckram 

ed. $7.00. Paper ed ‘ $3.75 


d. 
.. $1.0 
4 pp $1.00 
What Pub- 
1958 

. $1.35 
Louis Area 


414 pp. . $4.50 


Mountin, 


1950. 56 pp. $2.00 
1951 


$2.00 


Recommended 


$1.00 


Order from the Book Service — Advance Payment Is Requested 


REPRINTS FROM THE AMERICAN JOURNAL OF PUBLIC HEALTH 


Bacterial Cleanability of Various Types of Eating 
Surfaces. February, 1953. 12 pp 

Bookshelf on Epidemiology and Evaluation, The 
Medical Officer’s. April, 1957. 16 pp 

Bookshelf on International Health. April, 
12 pp 

Bookshelf on the History and Philosophy of Public 
Health. April, 1960. 16 pp 

Bookshelf on the Social Sciences 
Health. April, 1959. 14 pp 

Certain Aspects of the Microbiology of Frosen 
Concentrated Orange Juice. June, 1956. 8 pp. 

Creative Health and the Principle of Habeas Men- 
tum. February, 1956. 12 pp. 

Disability — Cash Benefits Versus Rehabilitation? 
August, 1959. 4 pp 

Driver Behavior and Accidents. May, 1957. ‘8 pp. 

Environmental Aspects of Staphylococcal Infections 
commen in Hospitals (symposium). April, 1960 
4) pp 

Finensing Medical Care fer the Aged. February, 

59. 26 pp 


1958. 


and Public 


iene Dilemma. Editorial. October, 


Hospitals and Public Health. Editorial 


1954. 4 pp. 
July, 1959. 


Free 
10 


Lemuel Shattuck—Still a Prophet. February, 1949 
27 pp 

The Local Health Department—Services and ‘Re- 
sponsibilities. An official statement of the 
American Public Health Association. March 
191. 8 pp 

On the Use of Sampling in the Field of Public 
Health. June, 1954. 24 pp 

Poultry Inspection. Official Statement of APHA. 
November. 1957. 12 pp. 

Public Health Policy on Radiological Health, 
June. 1960. 4 pp. os 

Quo Vadis—Public Health? June 1960. 2 pp 

eS Snakebites in Man. Editorial. 
u 9 

State Health Department—Services and Responsi- 
bilities. February, 1954. 20 pp 

Statement on Availability and Uses of Staphy- 
lococcal Phage Typing. September, 1959 

Suggested Home Accident Prevention Activities 
for Health Departments. May, 1956. 8 pp. 

Tax- Health and Welfare Services. 
ary ) pp 

Tees Medical Care for the Needy. O« to- 


ber, 20 pp. 


Order from the Book Service — Advance Payment Is Requested 
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when bacterial diarrheas 
leave little patients limp 
Furoxone Liquid 


brand of furazolidone 

e Rapid, decisive bactericidal action against an exceptionally broad range of 
enteric pathogens, including some now resistant to other antimicrobials ¢ Safe 
for all age groups—virtually nontoxic, side effects negligible, no interference with 
the normal balance of intestinal flora e Liquid suspension, containing kaolin and 
pectin, may be mixed with infant formula; passes through a standard nursing 
nipple ¢ Dosage for both children and. adults may be found in your P._D.R. & 
EATON LABORATORIES, Division of The Norwich Pharmacal Company, NORWICH, N. Y. 
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RAPID DISK METHOD 
for Detection of 


PENICILLIN in MILK 


Reliable Sensitive Practical 


Direct assay method of Arret and Kirshbaum (FDA) for de- 
termining presence of penicillin in milk and dairy products. 


Media BACTO — ANTIBIOTIC MEDIUM I 
BACTO — SPORULATING AGAR 


Inoculum BACILLUS SUBTILIS ATCC 6633 
Standardized Spore Suspension in 1 ml. ampuls 


Penicillinase BACTO — PENASE CONCENTRATE 
in 20 ml. and 100 ml. vials 


BACTO — PENASE DISKS 
Standardized Impregnated Disks 


Penicillin STANDARDIZED IMPREGNATED DISKS 


0.05 unit, 0.1 unit and other concentrations 


Information on request 


DIFCO LABORATORIES 


DETROIT 1 MICHIGAN USA 
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